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Abstract

Crisis lines provide vital suicide prevention services, yet little is known about the wellbeing of
those who deliver this support. Crisis supporters have a demanding role and are routinely
exposed to trauma and suicidality, while often receiving limited training and support. Despite
their importance to mental health care systems internationally, research into their wellbeing
and avenues for intervention remains scarce. This thesis addresses these gaps by examining the
contemporary state of stressors, wellbeing, coping strategies, and support preferences among
crisis supporters. Guided by the Appreciative Inquiry framework, findings from several novel
empirical studies are integrated to inform the co-design of a wellbeing intervention tailored to

this workforce.

Four empirical studies are presented in this thesis. Chapter 2 reports a quantitative survey of
crisis supporters across 38 Australian crisis lines (n = 422), identifying key stressors, including
trauma exposure and challenging caller profiles. While many reported high levels of compassion
satisfaction, a subsample experienced high compassion fatigue and psychological distress, with
coping strategies differentially associated with these wellbeing outcomes. Chapter 3 presents
qualitative interviews with 15 crisis supporters, providing deeper insights into role satisfaction,
impacts to wellbeing, coping, and support preferences. Chapter 4 synthesises existing evidence
through a systematic review and meta-analysis of wellbeing interventions for roles that provide
counselling to people in crisis. Interventions showed promise in improving wellbeing, including
acceptance and commitment therapy, mindfulness, and psychoeducation-based approaches.
Finally, Chapter 5 describes the co-design of the first documented wellbeing intervention for
crisis supporters. Designed in collaboration with an Advisory Group, the prototype was rated as
acceptable, appropriate, and feasible, and received positive feedback on its relevance and

practicality.

Collectively, this thesis finds crisis support work is a role of meaningful rewards and significant
demands. Effective coping strategies and interventions may be able to mitigate the impact of
stressors and promote wellbeing. By integrating varied methodologies within an Appreciative
Inquiry framework, this thesis advances understanding of crisis supporter wellbeing and
produced the first prototype intervention tailored to their needs. Future research should
evaluate intervention effectiveness and explore potential implementation into organisations to

ensure this workforce can continue its vital role in suicide prevention.

ii



Statement of originality

This is to certify that the content of the thesis is my own work. This thesis has not been

submitted for any other degree or purpose.

[ certify that the intellectual content of this thesis is the product of my own work, and that all

assistance received in preparing this thesis and all sources have been acknowledged.

Jayden Sercombe

30th September 2025

iii



Acknowledgements

A few years ago, | was a fresh Honours graduate and was very sure | wanted to train as a clinical
psychologist, rather than go into research. When I told a post-doc in my lab that I would never
do a PhD, she just laughed at me and said, “they’ll get you eventually”. Six years later and at a
different university, I still don’t know who they are but it’s true, they did.

One large reason [ am here is that Kath Mills set me on the path leading to this PhD. I am grateful
for the opportunities she has provided and her mentorship over the past five years. I am
incredibly fortunate to have a supervisory team that cares about my thesis as much as [ do.
Thank you to Mark Deady for your calm guidance and for sharing your expertise in workplace
mental health, which has greatly enriched this project. Thank you also to Emma Devine, whose
patience, generosity with her time, and ability to see through the eyes of a PhD student helped

me through tougher moments.

[ have felt a sense of community at the Matilda Centre that I've wanted since I started studying.
Thank you, Tara, for helping any way you could, Lyra for truly understanding this journey, Julia
for soccer kickarounds. Zac, I'm stoked we could take this adventure together, and Jack, thanks
for the sage advice and bad jokes. Thank you also to Amarina, Coleen, Erin, and to the rest of all

the very special people at Matilda.

[solation is a difficult part of many PhD journeys, and I feel truly lucky it was something I only
had to write about. Jasper, thanks for always being there and motivating me by your actions,
Shaggy and Ben for getting me into research by way of Anthropology, and Andrea for her graphic

design and font-related expertise.

[ also want to thank my siblings, Kaila and Joel for their love and support, and Damian for setting
the bar high with your PhD and then letting me surpass you. Finally, endless thanks and love to
my parents for their unconditional support of everything I do (except for the tattoo). | was able
to finish this PhD because of you two. Mum, thank you for instilling her conscientiousness from a

young age, and my Dad, for doing the same with his cool-headedness.

iv



Author attribution statement

At the time of submission, this thesis contains one chapter that was adapted and published in a
peer-reviewed journal. The other three empirical chapters are in preparation for future

submission for publication.
A version of the study presented in Chapter 2 is published in Crisis as:

Sercombe, |, Devine, E. K., Deady, M., & Mills, K. L. (2025). Holding the line - Mental well-being,
stressors, and coping in crisis supporters. Crisis, 46(1), 32-41. https://doi.org/10.1027/0227-
5910/a000985

The candidate led conceptualisation, data collection, analysis, and wrote the draft manuscript.
The remaining authors contributed to conceptualisation and provided edits and

recommendations to the manuscript.

[ confirm that the authorship attribution statements above are correct.

Jayden Sercombe

30th September 2025

As supervisor for the candidature upon which this thesis is based, I can confirm that the

authorship attribution statements above are correct.

Katherine Mills

30th September 2025



Generative Al statement

During this thesis, the author used ChatGPT (GPT-4.5; GPT-5) for code generation and editing in
R, as well as to generate images used as icons in the prototype wellbeing intervention. The
author takes full responsibility for the submitted thesis and ensures the work is their own and

has used generative Al within the parameters of use.

Thesis funding

This research was supported by two scholarships and one grant from the University of Sydney

awarded to the candidate, specifically:

i) the Matilda Centre for Research in Mental Health and Substance Use Postgraduate
Research Scholarship in Mental Health and Substance Use, and

ii) the Postgraduate Research Supplementary Scholarship in Substance Use and Mental
Health in Crisis Supporters

iii) the Matilda Centre for Research in Mental Health and Substance Use Lived Experience

Grant.

vi



Dissemination, funding, and awards during candidature

Publications arising from this thesis

Sercombe, ], Devine, E. K, Deady, M., & Mills, K. L. (2025). Holding the line - Mental well-being,
stressors, and coping in crisis supporters. Crisis, 46(1), 32-41. https://doi.org/10.1027/0227-
5910/a000985

Additional publications during candidature

Sercombe, ].", Bryant, Z.", & Wilson, ]. (2025). Evaluating a customized version of ChatGPT for
systematic review data extraction in health research: Development and usability study. JMIR

Formative Research, 9, e68666. https://doi.org/10.2196 /68666 *These authors share first

authorship

Sercombe, J., Henry, A, Leung, C., Sunderland, M., Marel, C., Barrett, E., Morse, A. K., Askovic, M.,
Fisher, A., Chatterton, M.-L., Harvey, L., Peach, N., Teesson, M., & Mills, K. L. (2025). Trauma
exposure, post-traumatic stress disorder and alcohol and other drug use among Australian
public safety personnel. Australian & New Zealand Journal of Psychiatry, 59(5), 413-422.
https://doi.org/10.1177/00048674251324814

Morse, A. K., Sercombe, ]., Askovic, M., Fisher, A., Marel, C., Chatterton, M. L., Kay-Lambkin, E,
Barrett, E., Sunderland, M., Harvey, L., Peach, N., Teesson, M., & Mills, K. L. (2023). Systematic
review of the efficacy, effectiveness, and cost-effectiveness of stepped-care interventions for the
prevention and treatment of problematic substance use. Journal of Substance Abuse

Treatment, 144, 108928. https://doi.org/10.1016/].jsat.2022.108928

Morse, A. K., Askovic, M., Sercombe, ]., Dean, K., Fisher, A., Marel, C., Chatterton, M. L., Kay-
Lambkin, F, Barrett, E., Sunderland, M., Harvey, L., Peach, N., Teesson, M., & Mills, K. L. (2022). A
systematic review of the efficacy, effectiveness and cost-effectiveness of workplace-based
interventions for the prevention and treatment of problematic substance use. Frontiers in Public

Health, 10,1051119. https://doi.org/10.3389 /fpubh.2022.1051119

vii


https://doi.org/10.1027/0227-5910/a000985
https://doi.org/10.1027/0227-5910/a000985
https://doi.org/10.2196/68666
https://doi.org/10.1016/j.jsat.2022.108928
https://doi.org/10.3389/fpubh.2022.1051119

Presentations arising from this thesis

Conference presentations

Sercombe, ], Deady. M, Devine, E. K., & Mills, K. L. (2023, December). The mental wellbeing of
crisis supporters. Oral presentation. Presented at The Society of Mental Health Research

Conference, Perth, Australia.

Sercombe, |, Deady. M, Devine, E. K., & Mills, K. L. (2023, July). Prevention and early intervention
for substance use and mental health problems in crisis supporters. Oral presentation. Presented
at The University of Sydney Faculty of Medicine and Health Higher Degree Research Conference,
Sydney.

Sercombe, |, Deady. M, Devine, E. K., & Mills, K. L. (2022, July). Crisis supporter wellbeing. Oral
presentation. Presented at The University of Sydney Faculty of Medicine and Health Higher Degree

Research Conference, Sydney.
Invited seminars

Sercombe, . (2024, December). Update on crisis supporter wellbeing. Seminar. Presented to all

staff, Kids Helpline.

Sercombe, ]. (2023, November). Update on crisis supporter wellbeing. Seminar. Presented to

Lifeline Centralised In-Shift Support Team, Lifeline Australia.

Sercombe, ]. (2023, October). Update on crisis supporter wellbeing. Seminar. Presented to

Lifeline Harbour to Hawkesbury staff and volunteers, Lifeline Australia.

Sercombe, . (2023, September). Update on crisis supporter wellbeing. Seminar. Presented to

Lifeline Australia head office staff.

Sercombe, . (2023, February). Update on crisis supporter wellbeing. Seminar. Presented to

eheadspace Digital Mental Health Program leadership meeting, headspace Australia.

viii



Public impact of this thesis

Influence on policy and practice

Throughout this thesis, the candidate made a distinct effort to communicate relevant findings to
crisis supporters and crisis line organisations. Key results and actionable takeaways from
Chapters 2 and 3 were presented in seminars delivered to staff, volunteers, and executive teams
across three crisis line organisations. Study participants also received findings in the form of an
infographic distributed by email (Appendix L). The co-design process detailed in Chapter 5
extended this commitment by directly involving crisis supporters in shaping research about

their wellbeing.

This thesis had real-world impact at Australian crisis lines. As a result of presentations to
stakeholders, findings influenced policy and practice at two major crisis line organisations.
Specifically, findings from Chapters 2 and 3 informed updates to onboarding and staff support
strategies at Kids Helpline.

Further, findings from Chapter 2 featured in the Lifeline Australia Annual Report (2024), which

discussed implications and future plans for collaboration:

“Looking after and improving the experiences of our crisis supporters is a key priority for Lifeline
Australia. With this in mind, the Lifeline Research Office worked in partnership with a research
team from the Matilda Centre at the University of Sydney, to investigate crisis supporter wellbeing.
Through an online survey with more than 400 participants, the research team explored the stress
factors, levels of mental health and wellbeing, substance use and coping strategies of crisis
supporters to gain a better understanding of how best to support this cohort. A paper on the
findings, including significant stressors and challenges, has been submitted for review by a peer-
reviewed journal. Lifeline Australia plans to use the research to develop and evaluate a wellbeing

program tailored to the specific context of our crisis supporters.”
Dissemination through media

The study from Chapter 2 was profiled in a news article from the University of Sydney:

https://www.sydney.edu.au/news-opinion/news/2024/12/18/support-workers-experience-

psychological-distress.html

In addition, the candidate presented for mental health week in two University of Sydney
Instagram videos, discussing compassion fatigue among other topics, which have amassed over

130,000 views collectively.

ix


https://www.sydney.edu.au/news-opinion/news/2024/12/18/support-workers-experience-psychological-distress.html
https://www.sydney.edu.au/news-opinion/news/2024/12/18/support-workers-experience-psychological-distress.html

Additional presentations during candidature

Sercombe, ], Bryant, Z, & Wilson, J. (2023, December). ChatGPT for systematic review
extraction. Oral presentation. Presented at The Society of Mental Health Research Conference,

Perth, Australia.

Sercombe, J., Henry, A., Leung, C., Sunderland, M., Marel, C., Barrett, E., Morse, A. K., Askovic, M.,
Fisher, A., Chatterton, M. L., Harvey, L., Peach, N., Teesson, M., & Mills, K. L. (2023, November).
The development of Stable Ground: A stepped-care approach to address substance use in public
safety personnel. Poster. Displayed at The Society of Mental Health Research Conference,

Adelaide, Australia.

Sercombe, J., Morse, A. K, Askovic, M., & Mills, K. L. (2022, November). Alcohol and other drug
use and mental health in public safety personnel. Poster. Displayed at Safety Conference,

Adelaide, Australia.

Research grants arising during candidature

Research team Details of grant/ Grant | Funding

funding body period | received
Sercombe, ., Deady. M, Lived Experience Grant 2024- | $4,400
Devine, E. K., & Mills, K. L. 2025

The Matilda Centre for Research in
Mental Health and Substance Use

Sercombe, |, Bryant, Z. & Funding to run the Matilda Viz data 2022- | $5,700
Visontay, R. visualisation competition. 2024

The University of Sydney Student
Life/The Matilda Centre for Research in
Mental Health and Substance Use

Sercombe, . Postgraduate Research Scholarship in 2021- | $124,700
Mental Health and Substance Use 2025

The Matilda Centre for Research in
Mental Health and Substance Use

Sercombe, ]. & Hattch, S. Grassroots Suicide Prevention Grant 2023 | $5,000

Roses in the Ocean

Sercombe, ]. Professional Staff Development Fund 2022- | $4,800
2025

The University of Sydney




Awards arising during candidature

Best Oral Presentation in Mental Health (2023, July). Presentation: The wellbeing of crisis
supporters. The University of Sydney Faculty of Medicine and Health Higher Degree Research

Conference.

Maker and Shaper Award: Student Experience (2023, May). The University of Sydney Faculty of
Medicine and Health.

University of Sydney units of study during candidature

PUBH5217: Biostatistics: Statistical Modelling. Mark of 90 (HD). Six credit points. The University
of Sydney, 2022.

Xi



Table of contents

Chapter 1 General INtrOdUCTION ..o ses s ses s ses s 1
1.1 SuiCide and CIiSIS HNES ..iuueeeerreseereerseesseessessess et sesssess s ssssssss s s s s st ss st ssssssssssssans 2
1.2 The CriSiS SUPPOTTET TOIE....iiiiierriiissesrine s st ssss st sessss st ssssss s 6
1.3 Stressful aspects of the Crisis SUPPOTLET TOLE ... sssssssssssssses 7
1.4 CriSiS SUPPOTLET WEIIDEING ... vuureeeerrerreerreeesseseessesssees s sesesesssssss s ssessses s e ss s sssesssessssssssessssssass 8
1.5 Managing and promoting crisis supporter WellDeing........onnrenenecseenseseesseenece e 13
1.6 SUMMATY Of KNOWIEAZE GAPS -.uveueeremeenrerreesrereesseessesseessessssssessse s ssssssssesssssssssasssssasssssssssesssssssssssssssssanees 19
1.7 Thesis aimMS ANd OULINE ...ttt ee s s s s bbb s s 21

208 T 0 0 0T LU o o) o PP 25
0\ 1 410 o N 28
08 20 2UCTS] 1L 3PN 32
D )] o1 D ] 0 ) o 39
Chapter 3 Stressors, coping, and support needs: A qualitative study.........counerrineerirnennne 46
0 0 00T L (1o [ ) o 47
78 L (=% o 0T PN 49
3.3 RESUILS et 52
D) o8 ] T ) o PN 65

Chapter 4 Wellbeing interventions for crisis supporters and comparable roles: A

systematic review and Meta-analySiS..... e sessesssssssees 71
7230 0 0 o U o T 10 ot (o) o FHU TP 72
7 (=31 4 Lo T OO 75
4.3 RESUILS ..cerreeeeeeceseeseese st s sssess e ess s s s RS eEsER SRR R AR AR R e 78
) Y01 D R () o PP 93

Chapter 5 Co-design and preliminary evaluation of a prototype wellbeing intervention

(0D a0 @) R U 0] 01} o =) PP SOOI 98
FST00 0 01 0T LU m o) o 100 99
LT (=1 ] 1o Yo £ PO 101
5.3 RESULES ..ovcureueteeuseeuseeseease i bses s s s e s s s R s R R SRR AR 104

Xii



LI D ) Y od 0 TS1) o) s U 119

Chapter 6 GENETral diSCUSSION .....ciucececeeeeeeeeeesseesesseesesses s s s sss st st sss st sssnes 124
6.1 Summary and synthesis of Key findings ..o sssssssssssssnees 125
L3784 0 § or= ) o 1~ 00O 134
6.3 Strengths and lMITATIONS ... ssesesss s st s ssssss s s ssssessssassssssssanes 138
6.4 Future reSearch dir@CHIOMNS ... et ssess s sssss s s s sssasssessssees 140
6.5 COMNCIUSTION.ccteeetereesceuree ettt ees e s ee s e e s s se AR bbbt 142

REFEIEIICES ...ttt s s 143

Appendix A Advertising materials for the online SUrvey ... 175

APPENAIX B ONIINE SUIVEY ..oceueeeeeeeeeeeseeeeeseesesseesesssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssass 176

Appendix C Interview SCheAUIE ... eaes 189

Appendix D PRISMA CheCKIIST ..ot sssssesssesssssssssssssssesnes 193

Appendix E Systematic review Search Strategy .......coeneneenesssenssssessssssssssssssssessssssssssssenss 196

Appendix F Additional suggested learning priorities ... nenensenseneenesseesesseesesseens 197

Appendix G Delivery MoOdalities ... ssessesssseses 198

Appendix H Barriers and facilitators......oisssesssssesssssssssssssssssssssssssssssssssssss 199

Appendix | ‘Compassion Fatigue’ factSheet........o s sssesesees 200

Appendix ] ‘O Things to do on a Break’ factSheet.........ocnncenencenereneseeseseeseseese e 202

Appendix K Lesson 4: ACT-based learning program ........ccueressesesessssessessssessessssessessssennes 203

Appendix L Infographic of the SUIVEY reSUlLS ... 208

Appendix M Chapter 2 preface and publiCation.......oenercenenceneensenseseeseeseeseeseesesseesesseesesseens 210

xiil



Chapter 1

General introduction

"No one is useless in this world who lightens the burdens of another" — Charles Dickens

Suicide prevention remains a public health priority in Australia and internationally (World
Health Organization [WHO], 2025). Crisis lines are a core component of this response, providing
immediate, technology-mediated support to people in emotional distress or suicidal crisis
(WHO, 2013). Despite their importance to mental healthcare systems around the globe
(National Suicide Prevention Office [NSPO], 2025; Turecki et al., 2019), comparatively little is
known about the wellbeing of the crisis supporters who staff these services, or about effective

strategies to promote their wellbeing.

Existing research has found that crisis supporters derive meaningful benefits from their role,
including compassion satisfaction (Donnellan et al., 2023; Sundram et al., 2018). At the same
time, they frequently engage with suicidality, trauma, and complex caller profiles, and report
experiences of compassion fatigue and psychological distress (Aldrich & Cerel, 2020; Vattge et
al,, 2020; Willems et al., 2021). The crisis support environment has also shifted considerably in
recent years, with the rapid expansion of chat-based services and widespread adoption of
remote work (Gould et al,, 2021; Lifeline, 2024; Willems et al., 2021). Yet little is known about
how these contemporary factors shape role demands or affect wellbeing. Moreover, the
prevalence of key wellbeing outcomes, including compassion satisfaction, compassion fatigue,
and psychological distress remains under-researched. Further, while coping strategies have
been noted as important for managing role-related stress, few studies have examined how crisis
supporters cope in their role and none investigate substance use in detail (Kitchingman et al.,
2018c; Kitchingman et al,, 2024; Roche & Ogden, 2017). Critically, research into interventions to
promote crisis supporter wellbeing is almost non-existent, and there is little evidence to guide

the design of such interventions.



This thesis describes four empirical studies that advance the field of crisis supporter wellbeing

by addressing the following research objectives:

1. Identify the stressors experienced in the crisis supporter role.

2. Examine levels of wellbeing and associated factors.

3. Investigate strategies that crisis supporters use to cope in their role.

4. Determine the efficacy of interventions that aim to improve the wellbeing of roles that

provide counselling to people in crisis.

o

Investigate how crisis supporters prefer to be supported in their role.
6. Co-design a prototype wellbeing intervention tailored for crisis supporters and conduct

a preliminary evaluation of its acceptability, appropriateness, and feasibility.

Before addressing these objectives, this chapter provides context by outlining the history of
crisis lines, their current role in mental health systems, and evidence for their effectiveness. It
then turns to the crisis supporter role and associated stressors, before discussing research on
wellbeing, including empathy-based stress and related factors. Finally, it reviews available
evidence on sustaining and promoting wellbeing in crisis supporters and comparable roles,

before outlining four novel empirical chapters that address the research objectives.

1.1 Suicide and crisis lines

Suicide is a leading cause of death worldwide, accounting for one in every 100 deaths (WHO,
2024). More than 700,000 lives are lost each year to suicide, and for each death it is estimated
that there are another 20 attempts (WHO, 2025). Although the risk of death by suicide is higher
among men, young people, First Nations people, LGBTQ+ communities, and those experiencing

socioeconomic disadvantage, suicide occurs across countries and contexts (Turecki et al., 2019).

In Australia, suicide is the leading cause of death for those aged 15-44 and accounts for the
highest number of years of potential life lost (Australian Institute of Health and Welfare, 2025).
In 2023, 3,214 Australians died by suicide, with a median age of only 45.5 years (Australian
Bureau of Statistics [ABS], 2023a). Each death has a profound impact on individuals, families,
and communities (Pitman et al., 2014). Consequently, there is a critical need for effective suicide
prevention services. Support is especially vital to provide during brief crisis points where

suicidal intent peaks (Hawton, 2007).

‘Crisis lines’, also known as suicide or crisis hotlines and helplines, are technology-based
support services (i.e., delivered over telephone or chat-based modalities) that aim to reduce
distress and suicidal intention at crisis points (Hoffberg et al., 2020; Kalafat et al., 2007). The

services are highly accessible and offer support to people experiencing emotional distress,



loneliness, or suicidality. Core tenets of crisis lines are that they are delivered free of charge, and
often operate 24 hours a day, 7 days a week (WHO, 2013). They provide non-judgemental
counselling, and may offer referral to local health care providers for further intervention
(Hoffberg et al., 2020). As callers typically remain anonymous, these services generally provide

one-off support.

1.1.1 The origins and evolution of crisis lines

Crisis line interventions have been delivered over telephone since the 1950s, with some services
beginning as a single phone (R. ]. Watson & Spiteri, 2020; WHO, 2013). The first crisis lines were
founded by churches, such as the Samaritans in the United Kingdom (U.K.), and based their
services on Christian principles. Lifeline, the largest helpline in Australia, was started in 1963
after the evangelist Sir Alan Walker received a phone call from a man in crisis, who later died by
suicide (Breen, 2021). The line received over 100 calls on the first day of operation, and now
receives over a million calls a year (Lifeline Australia, 2024). Since then, the number of crisis
lines has grown across the world (WHO, 2013). Today, over 1,400 crisis lines, across 50
countries, are listed by the International Association for Suicide Prevention (IASP, 2025),

although this figure is likely an underestimate.

In 2023, over 40 crisis lines were active in Australia, forming an integral component of mental
health infrastructure (Australian Institute of Family Studies [AIFS], 2023). The services were a
priority domain in the Australian Government’s 2020-2023 National Suicide Prevention
Strategy and continue to feature in the 2025-2035 Strategy (Australian Government
Department of Health and Aged Care, 2020; National Suicide Prevention Office, 2025). Within
these strategies, they are acknowledged as an evidence-based and accessible source of support,
as well as referral, and a key targeted intervention for people in suicidal crisis. As such, some
crisis lines are partially funded by the state or federal government but administered by not-for-
profit organisations, such as Lifeline, Kids Helpline, and Beyond Blue. A unique feature of
technology-based support, like crisis lines, is their immediacy, which may help to bridge gaps in
the mental health care system (Pisani et al., 2022; Subotic-Kerry et al., 2025). Access to
immediate support is critical at a time when Australians are experiencing lengthy waitlists for

psychologists and psychiatrists (Pisani et al., 2022; Subotic-Kerry et al., 2025).

Recent years have seen growth in the demand for crisis lines, particularly during periods of
heightened community distress. During the COVID-19 pandemic, call volumes to both phone and
chat-based crisis lines increased by as much as 40-50% (Batchelor et al., 2021; Briilhart et al.,
2021). In peak periods, demand can outstrip an already stretched workforce capacity (Willems

etal, 2021). For example, during a surge in call volumes, the average wait time for the United



States (U.S.) 988 Lifeline rose from an average of 30 seconds in early 2024 to four minutes in
July (Substance Abuse and Mental Health Services Administration, 2025). This led to an increase
in call abandonment rates from 9% to 15%, equating to hundreds of thousands of people who
did not receive help. Similarly, at Lifeline in Australia, as many as 100,000 help-seekers a year
hang up within one minute of the service’s average wait time of almost three minutes (Lifeline
Australia, 2024). Despite being under-resourced, crisis lines remain a cornerstone of global
mental health systems, and since their conception have evolved to meet contemporary demands

and callers’ needs.

One of the most significant changes in the evolution of crisis lines has been the provision of
services over online chat or text, rather than over the phone. For simplicity, these modalities will
be referred to as ‘chat-based’ support in this thesis. In Australia, Lifeline began delivering chat-
based supportin 2018 and received over 200,000 contacts in 2024 (Lifeline Australia, 2024).
Beyond Blue, another not-for-profit crisis support organisation, received 123,000 chat-based
contacts in 2023-2024, which accounted for almost half of all interactions with the service

(Beyond Blue, 2024).

Research has consistently found that chat-based services reach underserved groups and provide
support for individuals who may be unable or less willing to talk on the phone. Of help-seekers
accessing Australian chat-based services, 42% indicate that they would not have contacted a
telephone-based crisis line (Williams et al., 2021). Some of these help-seekers had difficulties
speaking or hearing, while others preferred chat due to a sense of privacy, the time afforded to
type messages, and as they felt less vulnerable. In the U.S., 28% of chat-based help-seekers
indicated that they had no other sources of support when in crisis, which was particularly the
case for those of younger age (Pisani et al., 2022). Indeed, there is significant uptake of the chat-
based modality among younger people, and most users are younger than 25 years old (Williams
etal, 2021), aligning with research showing that young people prefer to disclose mental ill-

health by typing rather than talking (Bradford & Rickwood, 2015).

Evidently, chat-based services are critical to the future of crisis lines, as they are accessed by
otherwise unreached groups and reflect shifts in preferred technologies. They also reach people
experiencing heightened suicidal distress. Rates of current or recent suicidal ideation are
considerably higher in chat-based help-seekers (84% of contacts; Gould et al.,, 2021) compared
to callers to phone lines (23%; Gould et al., 2013). This disparity may reflect the relative
anonymity of chat, which may reduce perceived judgement, as has been reported in young
people (Bradford & Rickwood, 2015). In summary, both chat-based and phone-based crisis lines

form an essential part of global suicide prevention infrastructure.



1.1.2 The effectiveness of crisis lines

Although crisis lines have been difficult to evaluate, available research suggests that they are
effective in improving a range of outcomes in help-seekers. In a systematic review of 33 studies
conducted across 11 countries, Hoffberg and colleagues (2020) found general support for the
effectiveness of crisis lines in improving psychological distress, suicidality, and service use in
help-seekers. However, the literature is not without limitations. The authors noted that there
were few high-quality studies available, around half were conducted in North America and are
thus not representative of broader contexts, and only three studies evaluated chat-based
services. Sixteen studies evaluated short-term outcomes, typically analysing change from the
beginning to the end of an interaction. While positive effects were observed, such as reductions
in distress (e.g., a 43% decrease; Ramchand et al,, 2017) and suicidality (e.g., a 53% decrease;

King et al,, 2003), these studies were primarily uncontrolled.

Seventeen of the 33 studies included in the systematic review analysed long-term outcomes,
including subsequent mental health service utilisation and suicidal behaviour. A key study that
linked call records from a U.S. Veterans crisis line with medical data (n = 13,444) found that after
receiving a referral, a majority of help-seekers attended in-person services within one week
(Britton et al., 2016). Specifically, 91% of those with prior use of the in-person service and 71%
of first-time users attended an appointment, providing evidence that crisis lines can successfully
facilitate ongoing help-seeking. However, studies assessing long-term outcomes were often
affected by potential sources of bias including high attrition, unblinded approaches, and used
measures with poor reliability (Hoffberg et al., 2020). Despite these limitations, prior research

generally indicates that crisis lines are effective sources of support.

One factor which can impact the effectiveness of crisis lines is the people who staff them, who
are referred to as crisis supporters. One of the most methodologically rigorous studies, a U.S.
randomised controlled trial (RCT; n = 1,507) conducted by Gould and colleagues (2013), found
that workers trained in suicide intervention skills provided more effective support compared to
those who were untrained. Specifically, trained crisis supporters were more likely to reduce
caller suicidality (OR = 1.74) and depression symptoms (OR = 1.31) compared to those who had
not been trained. Critically, an Australian study of volunteer crisis supporters found an
association between higher levels of work-related psychological distress and lower intentions to
use key suicide intervention skills (Kitchingman et al., 2018c). As such, the wellbeing of crisis
supporters may have implications not only for those in the role, but for the quality of care

delivered by crisis lines to the wider community.



1.2 The crisis supporter role

Crisis supporters are the workforce who answer phone and chat-based contacts, providing
support and suicide intervention (WHO, 2013). Crisis supporters are classified as helping
professionals, which are roles that aim to support others’ wellbeing. While there are no concrete
estimates of how many crisis supporters are active internationally, there are clearly significant
numbers in the role. The International Federation of Telephone Emergency Services has over
20,000 volunteers across 338 centres in Europe and Lifeline International operates across 27
countries (IFOTES, 2024; Lifeline International, 2024). Lifeline, Australia’s largest crisis line,
reported over 4,000 crisis supporters across phone and chat-based services in 2022 (Lifeline
Australia, 2022). In addition, more than 40 other crisis lines are operating across the country,

albeit at a smaller scale, each with their own cohort of crisis supporters (AIFS, 2023).

While some crisis line organisations require qualifications in mental health or social work for
their crisis supporters, most are laypeople trained in crisis intervention techniques (WHO,
2013). As such, many fall under the definition of lay counsellors; community members without
formal mental health accreditation who are trained to deliver one or more specific mental health
interventions (Connolly et al., 2021). Their training typically focuses on active listening,
emotional validation, and empowering help-seekers to take positive action (Gilmore et al., 2022;

Gould et al., 2013).

Crisis supporters are a heterogeneous workforce with diverse working arrangements and role
demands. Volunteer crisis supporters may conduct a few hours of crisis support per week,
whereas others are paid employees who cover more shifts, up to full-time rosters (Taylor &
Furlonger, 2011; Willems et al., 2021). Additionally, there is variation in the experience of
delivering phone-based compared to chat-based support. Phone interactions are typically
shorter than chats (approximately 26 vs 40 minutes), and chat-based crisis supporters may
manage two or more simultaneous conversations (Chiang et al., 2024; Gould et al., 2013).
Although usually based in an office environment, recent years have seen many now working
partially or entirely remotely (e.g., working from home; Donnellan et al., 2023; Willems et al.,

2021).

Like the callers they help, crisis supporters can themselves benefit from their work. Crisis
supporters report a sense of purpose, connectedness with help-seekers and peers, and
development of interpersonal skills from operating in their role (Aguirre & Bolton, 2013;
Sundram et al., 2018; Yanay & Yanay, 2008). They report feeling rewarded by helping others and
giving back to the community, particularly if they had previously received help for their own

mental ill-health (Pollock et al., 2012; Vattge et al., 2020). Several of these reported benefits are
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core aspects of compassion satisfaction, which is defined and explored in subsection 1.4.1.
Positive outcomes gained from the role are particularly important, given that most crisis

supporters volunteer their time without financial compensation.

1.3 Stressful aspects of the crisis supporter role

While crisis support work can be rewarding, the role presents several unique stressors. A
primary stressor, by virtue of the nature of the role, is supporting individuals experiencing
suicidality, where help-seekers may disclose recent suicide attempts, self-harm, or engage in
suicidal behaviour during an interaction. In a study of 543 volunteers at a Dutch crisis line,
participants rated their encounters with suicidal callers as the most stressful aspect of the role
(Willems et al., 2021). Another primary stressor is exposure to descriptions of the traumatic
experiences of others, whereby crisis supporters often hear vivid, graphic accounts of trauma
from callers in acute distress (Taylor & Furlonger, 2011). In a qualitative study of Norwegian
crisis supporters, interactions with traumatised callers were described as particularly
distressing, with some volunteers reporting recurring, intrusive thoughts of callers’ stories and
voices after the interaction had occurred (Vattge et al., 2020). The impact of providing

compassionate support to traumatised individuals is explored further in subsection 1.4.2.

There are also certain caller profiles which can present challenges. Firstly, frequent callers pose
an operational and emotional stressor. Although crisis lines are primarily designed for brief,
short-term support during acute emotional distress, some individuals may use them regularly. A
study of 400,000 calls to an Australian crisis line found that 3% of callers accounted for 60% of
all calls (Spittal et al., 2015). Frequent callers present with complex and persistent needs and
may habitually seek help in prolonged interactions. While their repeated contact reflects
significant underlying distress, it can create tension for crisis supporters balancing empathy
with the need to maintain service accessibility for other callers (Gilat & Rosenau, 2011; Pirkis et

al, 2016).

A second challenging profile is “sex callers”, who contact crisis lines to seek sexual gratification
(Allan et al., 2025). These callers use euphemistic language while feigning to seek support and
may masturbate during an interaction. The experience of these calls is distressing, and can leave
crisis supporters feeling shocked and manipulated (Pollock et al.,, 2012; Willems et al., 2021).
The occurrence of sex calls dates back to the inception of crisis lines, with reports as early as

1954 (Varah, 1973).

In summary, prior research has offered valuable insights into stressors experienced by crisis

supporters. However, much of this work predates major shifts in the sector, such as the rapid



expansion of chat-based support and the continuation of remote work arrangements beyond the
COVID-19 pandemic. Emerging evidence suggests these developments may alter stressors. For
example, studies of chat-based lines have documented high suicidality among help-seekers
(Gould et al., 2021). This may increase exposure to suicide-related traumatic content for chat-
based crisis supporters, though this has not been reported on. In relation to remote work, one
quantitative (Willems et al.,, 2021) and one qualitative study (Cooney & McCashin, 2023) have

identified isolation as a resultant stressor.

In addition, all qualitative and quantitative studies examining stressors have sampled from a
single crisis line. Even Willems et al.'s (2021) study, which is the most comprehensive
quantitative investigation of stressors, recruited from a single volunteer-based service. As such,
current research on stressors may be more reflective of specific organisational contexts than the
broader experiences of crisis supporters. Therefore, there is a clear need for contemporary
quantitative and qualitative investigations that recruit across multiple crisis lines to better

capture the experiences of this diverse workforce.

1.4 Crisis supporter wellbeing

Mental wellbeing is a broad construct encompassing psychological, emotional, and social health
(Dodge et al., 2012; Keyes, 2002). It is closely related to, but not defined by the absence of
mental ill-health (Mason-Stephens et al., 2023). Contemporary public health approaches to
mental wellbeing emphasise both hedonic (‘feeling good’) and eudaimonic (‘functioning well’)
components (Huppert & So, 2013; WHO, 2021). As such, when considering crisis supporters, it
is important to examine positive affective experiences (e.g., compassion satisfaction), as well as
mental ill-health, and subsequent downstream effects on functioning. For brevity, mental

wellbeing will be referred to as wellbeing throughout this thesis.

1.4.1 Wellbeing and functional impairment in crisis supporters

Maintaining the wellbeing of crisis supporters is critical for the workers themselves, but also for
the functionality and sustainability of crisis lines. Studies have shown that key aspects of
wellbeing, including compassion satisfaction and psychological distress, play a role in crisis line
services quality and intention for crisis supporters to leave their role (Kitchingman et al., 2017;

Kitchingman et al., 2018¢; Willems et al,, 2021).

As discussed in section 1.2, crisis supporters describe a range of rewarding aspects of their role,
many directly related to caring for others, including feelings of altruism, a sense of purpose or

belonging, and contributing to society (Aguirre & Bolton, 2013; Sundram et al., 2018). These



positive experiences align closely with a key aspect of wellbeing in this population, compassion

satisfaction, which is defined as the pleasure derived from helping others (Stamm, 2015).

Until recently, compassion satisfaction had not been quantitatively examined in crisis
supporters, despite evidence in other helping professions that it is linked to improved mood
(Zhang et al., 2018) and lower intentions to leave their role (Greinacher et al., 2022). A limited
emerging body of research conducted among remote working volunteer text-based supporters
in Ireland (n = 156; Donnellan et al., 2023), volunteers in the U.S. (n = 20; Spafford et al., 2023),
and Canadian volunteers and paid staff (n = 136; Lee-Cheong et al., 2025), suggests crisis
supporters experience high levels of compassion satisfaction. However, additional research
investigating compassion satisfaction in this population is needed, given its likely importance for

fostering mental wellbeing, positive experiences in the role, as well as supporting retention.

Psychological distress is a state of emotional stress characterised by symptoms of anxiety and
depression (Kessler et al,, 2011). In a study of Australian crisis supporters (n = 210), 28%
reported moderate to very high psychological distress, which was associated with cutting back
on tasks at work (Kitchingman et al., 2017). In turn, a secondary analysis indicated that crisis
supporters who felt more impacted by psychological distress at work reported lower adherence
to counselling protocols (Kitchingman et al,, 2018c). As demonstrated by Gould et al. (2013), the
fidelity to counselling techniques in this setting is crucial for the efficacy of delivered care. As
such, psychological distress may negatively impact work performance in crisis supporters,
which is known as functional impairment, and have downstream effects on the wider

community accessing crisis lines (Ustiin & Kennedy, 2009).

Willems et al. (2021) investigated the relationship between stressors, psychological distress,
and crisis supporter attrition. In crisis line volunteers, the frequency of experiencing work-
related stressors was associated with distress, as well as intention to leave the role. As such,
unmitigated stressors, and resultant psychological distress likely play a role in turnover, which is
a significant challenge for crisis line organisations due to the costs associated with recruiting
and training new crisis supporters (Roche & Ogden, 2017), and the potential consequences of

leaving phone and chat lines unmanned in times of community need.

Despite the importance of compassion satisfaction and psychological distress to the
functionality and sustainability of crisis lines, research on these outcomes within crisis
supporters remains limited. Existing studies have sampled from single organisations, limiting
generalisability to the broader crisis support workforce, which varies in structure (e.g., full-time

paid employees vs volunteer-based models). There is a need for research conducted across



geographically and organisationally diverse samples of crisis supporters that examine levels of

compassion satisfaction and psychological distress.

1.4.2 Empathy-based stress

It is widely accepted that individuals, particularly mental health workers, who support others
and are indirectly exposed to their trauma, are at risk of negative psychological consequences
themselves, including empathy-based stress responses (Figley, 1995; Kitchingman et al., 2018c;
Sprang et al., 2019). Empathy-based stress encompasses several distinct yet overlapping
constructs including i) secondary traumatic stress (STS), ii) vicarious trauma, iii) compassion

fatigue, and iv) burnout.

STS refers to symptoms arising from professionally engaging with traumatised individuals and
was originally operationalised as a concept related to post-traumatic stress disorder (American
Psychiatric Association, 2000; Figley, 1995). It is characterised by recurring intrusive thoughts
of traumatic content, avoidance of reminders of trauma, and heightened arousal (e.g,, irritability,
sleep disturbances). Similarly, vicarious trauma refers to lasting alterations in cognitive schemas
and worldviews, particularly regarding safety, trust, and intimacy, resulting from empathetic
engagement with trauma survivors (McCann & Pearlman, 1990; Rauvola et al.,, 2019). For
example, a volunteer at a crisis line who is consistently hearing of intimate partner violence may

experience changes in their perception of relationship safety.

Among crisis supporters, limited research has investigated secondary traumatic stress, all using
the Professional Quality of Life Scale (ProQOL; Stamm, 2010). Studies suggest low levels of
secondary traumatic stress across phone (90% scored in the low range, operationalised as <23;
Spafford et al.,, 2023) and text-based crisis supporters (M = 16.28; Donnellan et al., 2023). A
recent study (Lee-Cheong et al,, 2025), reported significantly higher rates where 61.8% scored
in the high category. Relating to vicarious trauma, 8% of crisis supporters reported high to very
high disruptions in beliefs as measured by the Trauma and Attachment Belief Scale (TABS;
scores >55; Dunkley & Whelan, 2006). In another study, participants reported an average TABS
score within the normal range (M = 46.3) and a mean score of 9.9 on the IES-R (Furlonger &

Taylor, 2013).

Compassion fatigue is the emotional strain resulting from empathetic engagement with people
who are suffering (Newell et al., 2016). It is characterised by exhaustion, irritability, feeling
overwhelmed or ineffective, sleep disturbances, and emotional numbing (Coetzee & Klopper,
2010; Heritage et al., 2018; Stamm, 2010). Despite the apparent relevance of compassion fatigue
to crisis supporters, limited research has specifically investigated this construct in the

population. O’Sullivan and Whelan (2011) reported that 60.9% of a small sample of Australian
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crisis supporters (n = 67) had ‘concerning’ (scores of 28 and above) levels of compassion

fatigue.

A concept related to compassion fatigue, burnout, refers to a state of emotional exhaustion and
cynicism caused by prolonged occupational stress (Maslach & Jackson, 1981), which has been
investigated in crisis supporters. In an early study, 54% of crisis supporters reported
experiencing burnout, measured with a single-item measure (Cyr & Dowrick, 1991). Estimates
using validated scales are lower, with 6-15% of crisis supporters exceeding cutoffs for medium-
high burnout (O’Sullivan & Whelan, 2011; Roche & Ogden, 2017). Recent work reported almost
twice the rates of high work-related burnout in crisis supporters (Lee-Cheong et al., 2025)

compared to normative data from social and healthcare workers.

There has been widespread debate regarding the understanding of the four empathy-based
stress concepts, with these terms inconsistently defined and sometimes used interchangeably
(Rauvola et al., 2019). Vicarious trauma has been described to encompass all four concepts (Kim
etal,, 2021), distinct from the others (Hallinan et al., 2019), or is unaccounted for in models
(Stamm, 2010). The dominant view positions compassion fatigue as an overarching concept,
comprising i) STS and ii) burnout (Rauvola et al., 2019; Sinclair et al., 2017; Stamm, 2010). This
structure is reflected in the widely used Professional Quality of Life-5 scale (ProQOL-5; Stamm,
2010). However, a growing body of psychometric evidence has challenged this model (Cieslak et
al,, 2014; Geoffrion et al., 2019; Hemsworth et al., 2018). Notably, a meta-analysis of 27 factor-
analytic studies concluded that the STS and burnout subscales have substantial shared variance,

calling into question their independence (Hotchkiss & Wong, 2022).

Heritage et al. (2018) refined the ProQOL-5 by removing several poorly performing items to
produce the ProQOL-21. Factor analysis indicated that the burnout and STS scales showed
optimal fit as a single compassion fatigue factor. This revised structure has important
implications for conceptualisations of empathy-based stress, identifying a potential jangle
fallacy, where the same phenomenon (i.e., compassion fatigue) is referred to by two or more
different terms in this field of research (e.g., STS, burnout, vicarious trauma). Further supporting
this notion, efforts to create a distinct compassion fatigue scale yield high correlations with
burnout and STS scales (Eng et al., 2021). In light of this evidence, the present thesis adopts

compassion fatigue as the principal empathy-based stress outcome.

Due to most existing studies of compassion fatigue in crisis supporters using psychometrically
inadequate versions of the ProQOL scale (e.g., 0’Sullivan & Whelan, 2011), levels of this
construct in crisis supporters remain uncertain. Risk factors of compassion fatigue among

nurses and other medical workers include fewer healthcare qualifications (Sinclair et al., 2017),
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suggesting that compassion fatigue may be a very relevant construct for crisis supporters, who
are lay counsellors with limited training. There is a need for research with adequate sample
sizes of crisis supporters that use psychometrically robust instruments to establish rates of
compassion fatigue. In addition, it is important to move beyond prevalence to understand the
risk and protective factors associated with wellbeing in crisis supporters to inform the design of

tailored interventions that may increase the sustainability of the workforce.

1.4.3 Factors associated with crisis supporter wellbeing

Demographic and work-based characteristics may play a role in how crisis support work
impacts wellbeing, but the evidence remains limited. Age and gender are two of the most well-
researched demographic factors in the crisis support literature. Several studies have found that
younger crisis supporters report poorer wellbeing-related outcomes, including greater burnout
(Lee-Cheong et al., 2025; Roche & Ogden, 2017), higher psychological distress (Kitchingman et
al,, 2017), lower compassion satisfaction (Lee-Cheong et al., 2025), and lower overall wellbeing
(Humer et al., 2022). However, findings related to gender have been less consistent. While
Kitchingman et al. (2017) found that female crisis supporters reported greater functional
impairment, other studies reported no gender differences in wellbeing (Humer et al., 2022; Lee-

Cheong et al., 2025).

A less examined demographic factor in this population is the lived experience of suicide, which
is reported by a substantial proportion of crisis supporters. Studies show that 38-50% have
experienced suicidal thoughts, 13-25% have made a suicide plan or attempt, and 40-56% have
been bereaved by suicide (Kitchingman et al., 2018a; Mishara & Giroux, 1993). Despite this high
prevalence, only one study, conducted more than 30 years ago in Canada, has investigated
whether crisis supporters with lived experience are at-risk of worse wellbeing from their work,

finding no association with post-shift stress (Mishara & Giroux, 1993).

Among work-based factors, experience, defined as time spent undertaking paid or volunteer
work in the role, has shown variable associations with wellbeing. Greater experience has been
linked to lower pre-shift stress (Mishara & Giroux, 1993), but not to vicarious trauma (Hawgood
etal., 2022) or psychological distress (Kitchingman et al., 2017). In contrast, recent findings
suggest that more experienced crisis supporters report lower burnout, STS, and higher
compassion satisfaction (Lee-Cheong et al., 2025). However, this study used unadjusted models

in regression analyses, and as such, age may confound the observed effects.

Few studies have investigated whether delivering a higher volume of support is linked to poorer
wellbeing. While Willems et al. (2021) found that greater hours on the line were associated with

increased perceived work demands, Roche & Ogden (2017) observed no significant relationship
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between hours and burnout. To date, no research has investigated whether paid versus

volunteer status moderates wellbeing outcomes.

Finally, emerging features of the crisis support working environment may influence wellbeing
but remain understudied. Preliminary evidence shows that remote work may negatively impact
wellbeing, potentially through isolation. In one study, experiencing isolation during home-based
shifts was strongly associated with distress and intention to leave the role (Willems et al., 2021).
This was echoed in qualitative findings, where Irish crisis support volunteers described limited
peer contact while working remotely (Cooney & McCashin, 2023). Further research is needed to
confirm whether remote work is a risk factor for poorer wellbeing. Another new trend is the
rapid growth of chat-based crisis lines. Differences in communication format, demands for
multitasking, or in help-seeker profiles may affect wellbeing. However, no research to date has
investigated whether wellbeing outcomes differ between chat-based and phone-based crisis

supporters.

Together, these findings suggest that certain individual and work-based characteristics may
moderate the effect of crisis support work on wellbeing. However, many key characteristics,
particularly lived experience, and emerging features of the work environment, remain largely
unexplored. Rigorous research is needed that uses multivariate models to control for
confounding variables, allowing for more robust estimates of effect in key outcomes such as
compassion satisfaction, compassion fatigue, and psychological distress. [dentifying potential
risk and protective factors for crisis supporters has utility for tailoring support initiatives for
those undertaking paid or volunteer crisis support work. However, in addition to identifying
who may be most at risk, it is important to also understand how to support the wellbeing of

crisis supporters more broadly.

1.5 Managing and promoting crisis supporter wellbeing

Supporting the wellbeing of crisis supporters is essential for the sustainability of crisis lines, as
well as for those in the role. As outlined in section 1.4, wellbeing depends on the resources
available to address challenges (Dodge et al., 2012). These resources may leverage a crisis
supporter’s internal resources, such as coping strategies, or be external resources provided by

organisations, such as wellbeing strategies or interventions.

1.5.1 Coping strategies

A key determinant of mental wellbeing is the capacity to adapt to and address challenges using
available internal resources (Dodge et al., 2012). Coping strategies, defined as the cognitive and

behavioural efforts to manage stress, play a central role in this process (Lazarus & Folkman,
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1984). As discussed in section 1.3, certain stressors are inherent to crisis support work, and
previous research emphasises the importance of coping in managing these challenges (Willems

etal,, 2020).

Multiple frameworks exist for classifying efforts at coping. Coping strategies are often
categorised dichotomously as i) adaptive or ii) maladaptive, referring to whether they are
associated with positive or negative psychological and health outcomes (Trudel-Fitzgerald et al.,
2024). Other research has contended that this dichotomy is too simplistic, arguing that the
adaptability of a strategy can be context-dependent (Bonanno & Burton, 2013) or initially

effective in alleviating stress but not in solving a problem over the long-term (Stallman, 2020).

A widely used framework, extending Lazarus and Folkman's (1984) seminal work, categorises
strategies as i) problem-focused, ii) emotion-focused, or iii) avoidant (Dias et al., 2012).
Problem-focused coping refers to efforts to directly address a source of stress, for example,
developing a plan of action. Emotion-focused coping involves strategies that regulate emotions
associated with a stressor, including humour, acceptance, and venting. Avoidant coping is
characterised by strategies that involve disengaging with a stressor, such as denial, distraction,

or substance use (Folkman & Moskowitz, 2004).

A strength of this framework is its robust factor structure, which has been validated in
populations of helping professionals (Jamal et al., 2022; Zeladita-Huaman et al., 2024). Typically,
problem-focused coping is linked to more favourable mental wellbeing outcomes, avoidant
coping is related to poorer mental wellbeing, while the impact of emotion-focused coping on
wellbeing is mixed (Dias et al., 2012). Although little is known about coping strategies in crisis
supporter populations, some research has replicated this pattern. In Malaysian crisis
supporters, Kaur et al. (2021) found that higher compassion satisfaction was positively
associated with problem-focused coping, and negatively associated with avoidant coping.
Problem-focused coping has also been shown to be related to lower vicarious trauma (Dunkley
& Whelan, 2006), and avoidant coping with increased burnout (Roche & Ogden, 2017). However,
no studies have examined how coping strategies are related to compassion fatigue as a

unidimensional construct.

Psychological distress in crisis supporters can impair functioning in several domains, and coping
strategies have been shown to influence this relationship. In a repeated measures study,
Kitchingman et al. (2018a) measured functional outcomes directly before shift (T1), directly
after shift (T2), and in the week following shift (T3), although no causal inference methods were
applied. Psychological distress was associated with functional impairment in work, domestic,

and personal domains at T1 and at the pooled T2-T3 time points. Importantly, the strength of
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these relationships was attenuated by problem-focused coping, but exacerbated by avoidant
coping strategies, specifically self-distraction and substance use, providing evidence that coping
strategies may play an important role in the management of psychological distress within this

population.

Avoidant coping strategies evidently play a role in worsening adverse outcomes among crisis
supporters, and given implications for wellbeing, warrants further investigation. In this context,
strategies such as self-distraction or substance use may provide immediate relief from work-
related distress but contribute to ongoing difficulties. Substance use in particular, has received
almost no focused attention in crisis supporter research, having only been investigated as a
small component (two items of the avoiding coping subscale) within the brief COPE measure

(Carver, 1997; Kitchingman et al., 2018a).

Research suggests that individuals working in other helping professions may use alcohol and
other drugs as a means of coping. For example, social workers, who share some role elements
with crisis supporters, such as providing counselling, report higher rates of substance use than
the general population (Kiepek et al., 2019). Relating more directly to occupational stress,
research among public safety personnel, which includes paramedics, demonstrate associations
between work-related trauma exposure and increased rates of risky substance use (Bonumwezi

etal,, 2022; Carleton et al., 2019; Sercombe et al, 2025).

One pathway linking helping professions with substance use is exposure to traumatic content,
which is a significant risk factor for problematic substance use. A study of Canadian public safety
personnel found that workers who had been exposed to sudden violent death, which included
exposure to suicides, through their role had 3.4 times the likelihood of meeting criteria for
alcohol use disorder. Crisis supporters also encounter trauma regularly. For example, 31% of
crisis supporters report exposure to a death by suicide through their role (Aldrich & Cerel,
2020), and hearing help-seekers recount traumatic experiences is a salient stressor (Taylor &
Furlonger, 2011). As such, substance use may be a key component of avoidant coping in this
workforce (Roche & Ogden, 2017). Considering the known contribution of substance use to
work-related functional impairment and absence (Aas et al., 2017; Amiri & Behnezhad, 2020;

Lund et al,, 2019), increasing understanding may be important to crisis line functioning.

Evidently, coping strategies play an important role in coping with the stress of crisis support
work. However, the existing evidence base is limited, with few studies, inconsistent classification
of coping strategies, and no research examining their relationship with psychometrically robust
measures of compassion fatigue. Despite the potential harms of problematic substance use, no

studies have focused on this issue in crisis supporters. There is a clear need to investigate levels
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of alcohol and other drug related harm in this population, alongside broader patterns of coping

which may be instrumental in informing interventions to improve wellbeing.

1.5.2 Supporting the wellbeing of crisis supporters

External supports provided by organisations are also critical to crisis supporter wellbeing.
Despite growing recognition of the demands associated with crisis line work, there is a scarcity
of research into effective external supports. Although recommended approaches exist for
enhancing wellbeing, the most common being psychoeducation (Kinzel & Nanson, 2000; Stamm,
2015), self-care (Chandrasekaran et al.,, 2024), and supervision (Taylor & Furlonger, 2011),

these are not supported by evidence from evaluations among crisis supporter populations.

Psychoeducation is the provision of evidence-based information about mental health issues to
help individuals better understand their wellbeing (Donker et al., 2009). In commentary papers,
researchers have proposed that psychoeducation around concepts such as compassion fatigue
or burnout may help crisis supporters recognise symptoms and engage in protective behaviours

(Kinzel & Nanson, 2000; Stamm, 2015).

Self-care refers to behaviours that individuals engage in to maintain their wellbeing (Owens-
King, 2019). Within the crisis support context, it may involve taking a break to regulate
emotions after a stressful interaction or socialising with friends after shift. Self-care is
conceptually related to coping strategies, and is a term commonly used by organisations in
training and wellbeing promotion (Dunkley & Whelan, 2006). Organisational wellbeing
practices that rely heavily on self-care have been criticised, as they leave crisis supporters

primarily responsible for navigating their own wellbeing (Chandrasekaran et al., 2024).

Supervision is the most utilised organisation-led strategy to support crisis supporter wellbeing.
It involves structured guidance from an experienced practitioner to support professional
development and supervisee wellbeing (Milne, 2007). A common application is debriefing,
where supervisors provide one-on-one support to crisis supporters after challenging
interactions (Kinzel & Nanson, 2000). Cross-sectional research provides limited insight: while
some studies have reported that supervision is associated with lower vicarious trauma (Dunkley

& Whelan, 2006), others have found no significant relationship (Taylor & Furlonger, 2011).

In summary, while several strategies have been proposed, it is unclear whether any structured
interventions have been developed for or evaluated in crisis supporter populations. Further, no
studies have investigated how crisis supporters themselves prefer to be supported, with only
preliminary insights from Kitchingman et al.'s (2024) qualitative study which reported a few

suggestions for improving existing support structures, such as more frequent supervision. Given
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the documented prevalence of stressors in the role and subsequent adverse effects to wellbeing
(Kitchingman et al., 2018b; Willems et al., 2020), this represents a critical evidence gap. There is
a need for evidence-based interventions to promote wellbeing in crisis supporters, informed by

investigations of their support needs and preferences.

1.5.3 Interventions for similar workforces

In the absence of evidence-based research for crisis supporters, insights can be drawn from
research with other helping professions. Several past systematic reviews have synthesised
evidence targeting interventions to address empathy-based stress in helping professionals
(Bercier & Maynard, 2015; Kim et al., 2021; Lipsa et al., 2024). Although each review addressed
compassion fatigue, vicarious trauma, and secondary traumatic stress, they each referred to
empathy-based stress by one overarching term: Kim et al. (2021) used vicarious trauma, Lipsa
etal. (2024) used compassion fatigue, and Bercier and Maynard (2015) used secondary

traumatic stress.

Kim and colleagues' (2021) scoping review focused on interventions for professionals who
support traumatised individuals, finding that mindfulness, psychoeducation, and art and
recreation programs were effective in reducing vicarious trauma. Lipsa et al’s (2024) systematic
review and meta-analysis included interventions aiming to reduce compassion fatigue in helping
professionals more broadly. The meta-analysis synthesised evidence from 11 RCTs, finding that
a range of intervention types, including mindfulness and resilience training, significantly
reduced compassion fatigue, with particularly strong effects for online interventions. The
findings from these reviews suggest that interventions in helping professional populations can

result in considerable improvements to wellbeing.

Critically, a minority of studies in each review focused on professionals who work in mental
health contexts, specifically 3.7% (Kim et al., 2021) and 14.6% (Lipsa et al., 2024), respectively.
Most studies focus on those in medical healthcare contexts. Bercier and Maynard (2015)
reviewed secondary traumatic stress interventions for mental health professionals, finding no
studies that satisfied their inclusion criteria. Certain mental health professionals share similar
role characteristics to crisis supporters, such as social workers and counsellors. These
workforces also provide counselling to people in crisis and are exposed to traumatic material,

often with limited training.

Further, existing reviews have limited their focus to interventions addressing empathy-based
stress (Bercier & Maynard, 2015; Kim et al., 2021; Lipsa et al., 2024), while several outcomes are

relevant to wellbeing in these populations (e.g., psychological distress, substance use). Future
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reviews should synthesise evidence relevant to crisis supporters among comparable mental

health professions and include a wider variety of outcomes in the search strategy.

In sum, there is an absence of evidence-based wellbeing interventions for crisis supporters, and
evidence to inform the development of these is scarce, representing a critical gap in research. In
addition to being informed by evidence from comparable roles, wellbeing interventions should
be appropriately tailored to the crisis supporter context, informed by existing knowledge of
stressors, coping strategies, and preferences for support. To integrate these diverse sources of
evidence into a coherent process of intervention development, this thesis applies the

Appreciative Inquiry framework.

1.5.4 Appreciative Inquiry

Appreciative Inquiry is a flexible framework that provides a structure for integrating multiple
methodologies to address a certain problem (Merriel et al., 2022). Originating in organisational
change research, it has since been applied across a range of healthcare and community settings
to guide the development of interventions (Dash Bhatt, 2024; Merriel et al., 2022; Snijder et al.,
2021). Appreciative Inquiry adopts a strength-based approach and seeks to amplify effective
existing strategies. This philosophy aligns well with resilience-focused models of occupational
health, which emphasise enhancing protective factors in addition to reducing risks (Robertson

etal, 2015).

The framework consists of four phases: Discover, Dream, Design, and Deliver (Trajkovski et al.,
2013). In the Discover phase, researchers gather information about a context, including the
population, challenges, and existing strengths. This may involve a literature review, or
qualitative or quantitative investigations of end-users (i.e., the target population) and their
context (Snijder etal.,, 2021). The Dream phase identifies ideal approaches to support that end-
users would like implemented. During the Design phase, these insights are integrated to develop
an intervention informed by effective current strategies, as well as ideal approaches. Finally, the

Deliver phase moves to implementation of the intervention.

While varied methodologies can be used within the Appreciative Inquiry framework, co-design
processes are often used as a key component, particularly in the Dream and Design phases. Co-
design is a collaborative process that allows end-users to shape project planning, thereby
increasing the likelihood that research reflects their priorities and is relevant to their context
(Chalmers & Glasziou, 2009). It is defined by the meaningful involvement of end-users from the

early stages of a research project (Slattery et al., 2020).
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The Appreciative Inquiry framework has demonstrated utility across various contexts. For
example, a systematic review of 33 studies applying Appreciative Inquiry in healthcare found
generally positive impacts on workplace behaviour and patient outcomes, albeit from studies of
variable quality (Merriel et al., 2022). In community settings, Snijder et al. (2021) applied
Appreciative Inquiry to co-design a substance use prevention program with Indigenous
Australian communities, reporting strong acceptability. More recently, Jelen et al. (2024) used
the framework to identify stressors among healthcare workers and co-design practical supports
such as a mentorship program and online community. These studies illustrate the capacity of
Appreciative Inquiry to collaborate with end-users to develop tailored, context-specific

interventions.

There is a critical need for wellbeing interventions for crisis supporters, who face a demanding
work environment and risk their wellbeing (see sections 1.2-1.3). Their support needs likely
differ from other helping professionals due to several unique stressors, lower training
requirements and the large proportion that are volunteers. Intervention development should
therefore be informed by scoping research and actively engage crisis supporters to ensure
relevance. The Appreciative Inquiry framework is well-suited for guiding a program of work
seeking to develop a wellbeing intervention for crisis supporters as it i) builds on existing
coping capacities, protective factors, and organisational supports, and ii) can embed co-design

from the outset.

1.6 Summary of knowledge gaps

The existing literature on crisis supporter wellbeing is constrained by several interrelated gaps
(outlined in Table 1.1). Much qualitative and quantitative research does not capture emerging
features of the role such as remote work and chat-based support, and samples have largely been
recruited from single organisations, limiting generalisability. Small sample sizes, and
inconsistent definitions and measurement of constructs, particularly of compassion fatigue,
further limit our understanding of wellbeing and associated factors. Few studies use
multivariate approaches to control for confounding variables. Coping strategies remain
underexplored, with investigations of substance use largely absent despite its known
associations with avoidant coping. In terms of evidence for wellbeing interventions, reviews
focus narrowly on empathy-based stress and primarily draw from healthcare contexts.
Importantly, no wellbeing programs tailored to crisis supporters have been developed or

evaluated.
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Table 1.1 Summary of knowledge gaps.

Knowledge gap

Summary of key limitations of the existing literature

1.

Insufficient understanding of the
stressors of crisis support work

Few studies examine emerging features of the work
environment, including remote work practices and chat-
based support

Most quantitative and qualitative studies sample from a
single organisation, limiting generalisability to the wider
population of crisis supporters

Limited knowledge about crisis
supporter wellbeing and associated
individual and role-related factors

Small sample sizes reduce precision of estimates for the
prevalence of compassion satisfaction, compassion
fatigue, and psychological distress

Limited definitional clarity for compassion fatigue

Lack of psychometrically robust measures of
compassion fatigue

Few studies examine associations between wellbeing
and demographic or work-based correlates (e.g., lived
experience of suicide, remote work, chat-based work)
using multivariate models.

Limited evidence on coping
strategies used by crisis supporters,
particularly substance use

Minimal qualitative research of the range of employed
coping strategies.

Inconsistent classification of coping strategies across
studies, reducing comparability.

Levels of substance use are unknown, despite its known
relevance in avoidant coping.

Lack of synthesis of intervention
evidence relevant to crisis supporter
wellbeing

Existing reviews include interventions targeting
empathy-based stress but not focused on broader
wellbeing outcomes.

Existing reviews primarily synthesise evidence from
healthcare contexts, not mental health contexts.

No systematic reviews or meta-analyses have been
conducted that focus on wellbeing interventions for
crisis supporters, or for other populations that deliver
counselling to people in crisis.

Limited evidence on how crisis
supporters prefer to be supported in
their role.

No studies have systematically investigated crisis
supporters’ support needs or preferences.

Only preliminary insights from Kitchingman et al.
(2024), reporting a few suggestions to improve existing
structures.

No interventions tailored for crisis
supporters have undergone
evaluation in the literature.

Few, if any, wellbeing programs have been developed
specifically for crisis supporters.

Existing organisational wellbeing strategies are untested
in crisis supporter populations (e.g., self-care,
debriefing).

No published examples of crisis supporter wellbeing
programs.
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1.7 Thesis aims and outline

This thesis aims to address the knowledge gaps outlined in the preceding sections. Guided by
the Appreciative Inquiry framework, the overarching aim is to improve our understanding of the
wellbeing of crisis supporters, to inform the development of an intervention designed to
promote their wellbeing. These outcomes have the potential to benefit crisis supporters directly,
and in turn, improve the sustainability and quality of the care provided by crisis lines to the

wider community.
Specifically, this thesis aims to address six objectives:

1. Identify the stressors experienced in the crisis supporter role (Chapters 2 and 3).

2. Examine levels of wellbeing and associated factors (Chapters 2 and 3).

3. Investigate strategies that crisis supporters use to cope in their role (Chapters 2 and 3).

4. Determine the efficacy of interventions that aim to improve the wellbeing of roles that
provide counselling to people in crisis (Chapter 4).

5. Investigate how crisis supporters prefer to be supported in their role (Chapters 3 and
5).

6. Co-design a prototype wellbeing intervention tailored for crisis supporters and conduct
a preliminary evaluation of its acceptability, appropriateness, and feasibility (Chapter

5).

These aims are addressed across four empirical chapters (Chapters 2-5 of this thesis), using
the Appreciative Inquiry framework. The placement of each chapter within the framework is
illustrated in Figure 1.1, which guides a co-design process with crisis supporters to identify
workplace challenges, existing strengths, and support preferences (the Discover and Dream
phases). Subsequently, the approach is used to develop, refine, and preliminarily evaluate a
tailored wellbeing intervention (the Design phase). Broader implications and recommendations

arising from this thesis are presented in the General Discussion (Chapter 6).

Chapter 2 - Discover phase: reports the first national survey of Australian crisis supporters (n =
539), who undertake paid or volunteer work across a total of 38 crisis lines. The online survey
examines stressors, the prevalence of compassion satisfaction, compassion fatigue,
psychological distress, and substance use. It also investigates factors that are associated with

wellbeing, including coping styles, remote work, and chat-based support.

Chapter 3 - Discover and Dream phases: presents an analysis of qualitative interviews with 15

crisis supporters, exploring their lived experiences, including motivations, perceptions of
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stressors, use of alcohol and other drugs, ways of coping, and preferences for receiving support.

Themes are identified and interpreted using a thematic analysis approach.

Chapter 4 - Discover phase: provides a systematic review and meta-analysis that synthesises
evidence on the efficacy of wellbeing interventions for practitioners of counselling to people in
crisis. Thirteen included studies are summarised in a narrative synthesis, and the results of five

studies of adequate quality are pooled to estimate effects on stress and burnout.

Chapter 5 - Dream and Design phases: presents the first documented development of an
intervention for crisis supporters. A prototype online wellbeing program is co-designed and
refined in collaboration with an Advisory Group (three meetings; n = 8). The prototype
wellbeing intervention is described in detail and undergoes a preliminary evaluation of its

acceptability, appropriateness, and feasibility.

22



|eu1
uonen|eAs aining

d3AI13a

f oseyd

¢ Bupealp
dnoun Aiosiapy

S ¥3LdVHD

weiboid a1enjens
Ajeuiwjaid g yeiq

NDIS3d
¢ 9seyd

yoeoudde
[eap! Auap)

| Bunesi
dnoun) Aiosiapy
§ ¥3LdVHD
Z Buneay SMIIAIDIUL Ranins
dnoug Aiosinpy oAlleleND aAne1IUEND
§¥3LdVHD £ ¥3LdVHD 2 ¥3LdVHD
adA1010ud mainel
jo ubiseq = onewsisAg
S ¥3LdVHD 7 ¥3LdVHD

Buriayieb uoneulolu)

Iomawely A1mbuj sanenaiddy a3 urqim suonouny 119yl pue sisayl a3 jo siaidey) 1T 9an3L

23



Chapter 2

Stressors, wellbeing, and coping in crisis supporters:

A quantitative survey!

Abstract

Background: Crisis supporters can experience numerous stressors in their role that can impact
their own wellbeing. The area remains underexplored in research, particularly relating to
substance use, and new trends in the role such as working remotely or the impact of providing
chat-based support. This study identifies stressors related to the role, as well as levels of
wellbeing and substance use, and factors associated with wellbeing. Method: Participants (n =
422) were recruited from four leading crisis support services and via social media advertising.
They responded to an online survey, assessing demographics, stressors, mental wellbeing
(compassion fatigue, compassion satisfaction, and psychological distress), substance use, and
coping styles. Results: Findings identified several important stressors (e.g., argumentative
callers) and moderate to high rates of compassion fatigue and psychological distress. High levels
of compassion satisfaction were reported, and levels of risky substance use were low. Problem-
focused coping emerged as a key factor related to positive mental wellbeing, while emotion-
focused, avoidant coping, remote work, and providing chat-based support were linked to
negative wellbeing. Conclusion The findings reveal significant stressors and challenges of crisis

support work that require consideration and intervention.

1 A version of this chapter has been published as follows (Appendix M): Sercombe, ], Devine, E. K., Deady,
M., & Mills, K. L. (2025). Holding the line—Mental well-being, stressors, and coping in crisis supporters.
Crisis: The Journal of Crisis Intervention and Suicide Prevention, 46(1), 32-41.
https://doi.org/10.1027/0227-5910/a000985
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2.1 Introduction

Crisis lines play a vital role in suicide prevention globally (WHO, 2013) and rely on the dedicated
work of crisis supporters, who provide technology-based support to help-seekers. Historically,
these services have been provided over the telephone, but consistent with trends toward text-
based communication increasingly they are increasingly administered over chat-based
modalities (Batchelor et al., 2021). Often volunteers, crisis supporters may have specialised or
limited training in non-directive counselling that aims to alleviate distress and promote

problem-solving action in help-seekers (Gilmore et al., 2022; WHO, 2013)

This chapter is situated within the Discover phase of the Appreciative Inquiry framework
guiding this thesis. This phase involves developing a rich understanding of a population and
their context, including the challenges they face, as well as factors that support wellbeing
(Trajkovski et al., 2013). In healthcare contexts, Discover is often used to document the current
realities of a workforce, including risk and protective factors that contribute to positive
outcomes (Dash & Bhatt, 2024). This quantitative investigation contributes to this phase by

creating an evidence base on which the subsequent stages of Appreciative Inquiry can build.

A core part of the crisis supporter role is empathetic engagement with help-seekers
experiencing loneliness or suicidality (Roche & Ogden, 2017). Crisis supporters may also hear
vivid descriptions of trauma or be on the phone with a help-seeker who ends their life on the
call (Vattge et al,, 2020; Willems et al., 2021). The wide accessibility of these services also
presents several challenging caller profiles, including sex callers, who use the line for sexual

gratification, as well as frequent callers, who may call many times a day (Pirkis et al., 2016).

However, prior research investigating stressors was primarily conducted before shifts in the
crisis support work environment, including rapid rises in chat-based support and remote work
practices (Gould et al., 2021; Willems et al., 2021). Emerging evidence suggests these
developments may change stressors: chat-based services report high suicidal risk among help-
seekers (Gould et al,, 2021), potentially increasing exposure to trauma, and remote work has
been linked to isolation in crisis supporters (Cooney & McCashin, 2023; Willems et al., 2021).
Further research is needed to investigate stressors in the contemporary crisis support

landscape, as they may have important implications for wellbeing.

Despite these demands, many crisis supporters have positive experiences and feel fulfilled by
their role (Willems et al., 2020). This fulfillment can manifest as compassion satisfaction, and is
a crucial factor for retention (Bride et al., 2007). Surprisingly, only a few studies have measured

compassion satisfaction in crisis supporters, though they generally report high levels (Donnellan
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etal, 2023; Lee-Cheong et al., 2025; Spafford et al., 2023). Compassion satisfaction has been
linked with perceived levels of social support from other crisis supporters and loved ones
(Donnellan et al., 2023; Spafford et al., 2023). However, further research is needed to
understand compassion satisfaction and associated factors which may have important

implications for positive experiences in the role, wellbeing, and retention.

In contrast, studies have reported that the demanding nature of the crisis supporter role can
have negative effects on wellbeing (Kitchingman et al., 2018b; Willems et al., 2021). One
example is compassion fatigue, considered highly relevant due to the role’s frequent empathetic
engagement with others. Evidence regarding its prevalence indicates a wide range of rates
(<10-60% scoring high; Lee-Cheong et al., 2025; Spafford et al., 2023). This variability may
reflect that all studies of compassion fatigue in crisis supporters have relied on the ProQOL, a
measure that has been widely criticised for its psychometric properties (Donnellan et al., 2023;
Hotchkiss & Wong, 2022; O’Sullivan & Whelan, 2011). Research using psychometrically robust

measures is necessary for more accurate estimates of compassion fatigue in this workforce.

Research has also emphasised the importance of psychological distress among crisis supporters
due to links with key occupational outcomes (Kitchingman et al,, 2017; Willems et al., 2021).
Kitchingman et al. (2017) found that Australian crisis supporters with higher distress reported
functional impairment at work, which was associated with reduced fidelity to counselling
protocols. Willems and colleagues (2021) reported that increased psychological distress was
related to higher intention to leave the role. Although psychological distress may have relevance
for the functionality of crisis lines, little attention has been given to the outcome in crisis
supporter populations. All current research has been confined to single organisations,
restricting the generalisability of findings to the broader crisis support workforce, which

includes various occupational contexts (e.g., paid employees vs volunteers).

Certain demographic (e.g., age, gender, lived experience) and work-based factors (e.g., hours of
work per week) may play a role in determining the likelihood or degree to which crisis
supporters experience negative wellbeing outcomes. Younger Australian crisis supporters,
compared to those who are older, report higher functional impairment and psychological
distress (Kitchingman et al.,, 2017). Relating to lived experience, crisis supporters with a
personal history of trauma report increased distress from their work (Dunkley & Whelan, 2006).
In Chinese crisis supporters, years of experience were negatively correlated with burnout and
secondary traumatic stress (L. Zhang et al., 2021). However, further research is needed to assist

organisations in identifying factors associated with wellbeing among crisis supporters.

26



As discussed earlier, the impact of new trends in the sector on worker wellbeing is under-
researched. Despite a rapid increase in the provision of chat-based crisis support, no research
has been conducted investigating the differential impact of chat- and telephone-based
modalities on crisis supporter wellbeing. Moreover, remote working is widespread among crisis
supporters, who may partially or entirely work from home (Lifeline Australia, 2022; Willems et
al,, 2021). Only one quantitative study has investigated remote work practices, finding that
volunteers at crisis lines who reported feeling isolated from working remotely had higher
intention to leave their role (Willems et al.,, 2021). Overall, there is a clear lack of research
investigating these contemporary factors. Further work is needed to determine how chat-based

support and remote work affect crisis supporter wellbeing.

Coping styles likely play an important role in managing stressors related to crisis support work.
Reflecting patterns in helping professions more broadly, research with crisis supporters
suggests that problem-focused coping is associated with positive wellbeing, including higher
compassion satisfaction and lower vicarious trauma (Dunkley & Whelan, 2006; Kaur, 2021). In
contrast, avoidant coping has been linked to poorer wellbeing, specifically burnout and
psychological distress (Kitchingman et al., 2017; Roche & Ogden, 2017). However, evidence
remains sparse, particularly in relation to compassion fatigue, and additional research is needed

to investigate associations of coping strategies with wellbeing.

Research conducted among helping professionals more broadly suggests that some individuals
may engage in substance use to cope with the stressors and demands of these roles. For
example, research has found that social workers, who also assist people in crisis, have higher
rates of substance use than the general population (Kiepek et al., 2019; Warren et al., 2011).
Risky substance use poses significant harm to individual wellbeing but also has the potential to
impair job performance, and as such could jeopardise the quality of support provided through
crisis lines (Thgrrisen et al., 2019). However, despite its potential relevance to crisis supporters,

no research has studied substance use in this specific population.

Taken together, despite the vital role that crisis supporters play in suicide prevention, their
wellbeing remains underexplored, particularly considering the contemporary landscape. The
present study seeks to address limitations of previous research by employing robust measures
and a broad sampling strategy across multiple crisis lines. It is also the first to investigate
substance use in the population and to compare the wellbeing of chat-based and telephone-
based crisis supporters. It also adds to limited research on the role of demographic, work-based

characteristics (including remote work), and coping strategies as correlates of wellbeing.

27



Specifically, in crisis supporters, the study aims to:

i) identify role and workplace stressors,

ii) investigate levels of wellbeing (including compassion satisfaction, compassion fatigue, and
psychological distress) and substance use, and

iii) identify participant characteristics, including coping styles, associated with compassion

satisfaction, compassion fatigue, and psychological distress.

2.2 Methods

2.2.1 Procedure and participants

An online survey was conducted using the platform Qualtrics between March and July 2023.
Eligible participants were Australians aged 18 years or older and currently or recently (in the
past 3 months) in a crisis supporter role. Participants were recruited through: (1) emails and
newsletters distributed within four of the largest Australian crisis helpline providers and (2)
social media advertising, which provided crisis supporters from other Australian crisis helplines

the opportunity to participate in the study.

Using the Meta Ads Manager, users were targeted who had ‘liked’ or interacted with pages
related to mental health or volunteering. This strategy complemented the sizable reach of the
first recruitment channel by adding breadth, aiming to capture crisis supporters from a wide
variety of Australian helplines. Due to differences in terminology across organisations, the terms
telephone counsellor, online counsellor, and crisis supporter were used in various recruitment
materials (see Appendix A). The research team collaborated with representatives from each of
the four organisations, who reviewed the survey and provided recommendations before

dissemination.

Ethical approval for this project was obtained from the University of Sydney Human Research
Ethics Committee (protocol number: 2022 /891). No identifying data were collected. In the event
that participants felt distressed by the content of the survey, two support options were provided.
Firstly, contact details for several crisis lines were provided at the footer of each page of the
online survey. Secondly, as participants are a unique population who may work at one or more of
the helplines typically provided for additional support, we provided a study contact email for
additional support to individually refer participants. This email was monitored by a member of

the research team.
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2.2.2 Measures

The online survey included questions pertaining to demographic and work-based
characteristics, stressors, wellbeing, substance use, and coping styles. The full survey can be

found in Appendix B.

2.2.2.1 Demographic and work-based characteristics

Demographic questions included age, gender identity (male/female/any other), and rurality, as
defined by the Australian Bureau of Statistics (ABS, 2022): major urban area (population of
100,000-1 million), other urban or country area (1,000-99,999), or small country or
rural/remote area (<1,000). The survey also asked about lived experience of suicide. Specifically,
participants could indicate whether they had lived experience of a) suicidal ideation, b)
attempted suicide, c) lived experience through a loved one who had attempted or died by

suicide, or d) no lived experience.

In terms of work-based characteristics, participants were asked whether they were primarily
volunteer or paid, their average monthly shift hours, experience as a crisis supporter (<1
year/1-2 years/3-5 years/= 6 years), the primary modality they provided support (telephone
or chat-based), proportion of hours of work they complete remotely (0-100%), and their

training in counselling or mental health (aside from the training provided by their organisation).

2.2.2.2 Role stressors

Role stressors were derived from Willems et al.’s (2021) questionnaire of crisis support work
demands. The researchers generated a list of 16 stressors (see Appendix B for the full list) by
synthesising findings from a systematic review and a qualitative study, demonstrating excellent
reliability (o = 0.88; Willems et al., 2020, 2021a, 2021b). Participants were asked to select all
stressors that they felt had negatively affected their mental health or wellbeing.

In the current study, after consultation with Australian crisis support organisations, several
items were changed to incorporate less stigmatising and gender-neutral language (i.e., “client
complains and whines” updated to “client shares a lot of complaints with you”, “client say he
intends...” to “client says they intend”). Organisations also suggested the addition of two items,
which were included: “client’s story includes content that causes you a personal emotional

reaction” and “client interaction ends in uncertainty”.

2.2.2.3 Workplace stressors

Workplace stressors were derived from Harvey et al.'s (2017) meta-review, which identified

features of the modern work environment that may contribute to the development of mental
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disorders. This list included 16 stressors that were non-specific to crisis support work; for
example: “shift work”, “long commute to work”, and “poor support from supervisors” (Appendix
B). Participants were asked to indicate any stressors they perceived as impacting their mental

health or wellbeing.

2.2.2.4 Compassion satisfaction and compassion fatigue

Compassion satisfaction and compassion fatigue were measured by the ProQOL-21 (Heritage et
al,, 2018), a modified version of the ProQOL (Stamm, 2010). The original ProQOL has been
widely used but frequently criticised in recent literature due to inadequate psychometric
properties (Cieslak et al., 2014; Geoffrion et al.,, 2019; Hemsworth et al., 2018). The measure
contains three subscales: compassion satisfaction, secondary traumatic stress, and burnout. A
meta-analysis of 27 studies analysing the ProQOL factor structure concluded that the
compassion satisfaction construct is robust, but the secondary traumatic stress and burnout
subscales are not independent and have a high degree of shared variance (Hotchkiss & Wong,

2022).

As recommended by the Hotchkiss and Wong (2022) review, the ProQOL-21 retained 21 of the
original 30 items and demonstrated valid and reliable psychometric properties. The modified
scale was developed using a Rasch modelling approach and improved the factor structure into
two robust subscales: compassion satisfaction and compassion fatigue. High scores on the
compassion satisfaction scale reflect increased contentedness with one’s role and the helping
associated with the role. High scores on the compassion fatigue scale reflect feelings of
hopelessness, stress, and being overwhelmed by one’s role. In this study, the compassion fatigue
and compassion satisfaction subscales each had excellent internal consistency (o =.90 and a =

.92, respectively).

2.2.2.5 Psychological distress

The Kessler Psychological Distress Scale (K10; Kessler et al., 2002) was used to measure non-
specific psychological distress. The 10 items in the scale are phrased as “In the past 30 days,
about how often did you feel...”, followed by a symptom (e.g., “nervous”, “worthless”).
Respondents rate the frequency that they experienced each symptom on a 5-point Likert scale
(1 = none of the time, 5 = all of the time). For the current study, the scoring categories
recommended by Andrews and Slade (2001) were used, which are low (10-15), moderate (16—
21), high (22-29), and very high (30-50). These cutoffs have been shown to accurately indicate

the likelihood of DSM-IV diagnosed mental illness (Sunderland et al., 2011).

The K10 has been widely used internationally for measurement of psychological distress in U.S.,

Australian, and Canadian national surveys (Andrews & Slade, 2001; Caron & Liu, 2010; Kessler
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etal,, 2002). The development paper for the K10 reported excellent internal consistency with a
Cronbach’s alpha value of 0.92 (Kessler et al., 2002). The scale has been extensively validated,
demonstrating good convergent validity with other measures of mental ill-health and robust
properties as a screening tool for mood and anxiety disorders (Furukawa et al., 2003; Sampasa-

Kanyinga et al., 2018). Similarly, the reliability of the K10 in this study was excellent (o =.92).

2.2.2.6 Substance use

The Alcohol, Smoking and Substance Involvement Screening Test (ASSIST; Humeniuk et al.,
2008) was used to identify risky and disordered substance use. The measure was developed by
the WHO and yields a risk score for each of 10 substance classes: tobacco, alcohol, cannabis,
cocaine, amphetamines, inhalants, sedatives, hallucinogens, opioids, and other drugs. Each score
is categorised into ‘low risk’ (<10 for alcohol, <3 for other drugs), ‘moderate risk’ (11-26 for
alcohol, 4-26 for other drugs), or ‘high risk’ (227 for alcohol and other drugs), relating to the
risk to health and other harms due to the person’s pattern of substance use over the past 3

months.

The ASSIST has been widely used and is accepted as a reliable and valid measure (Humeniuk et
al,, 2008; McNeely et al., 2014; Newcombe et al., 2005; Pautrat et al., 2022). The internal
consistency for the three most used substance classes were a = .65 (alcohol), a =.80 (tobacco)
and a =.92 (cannabis). For the other drug classes, Cronbach’s alpha values ranged between 0.39

and 0.95.

2.2.2.7 Coping styles

Coping styles were assessed using the 28-item self-report measure Brief COPE (Carver, 1997).
Participants rate how frequently they use different coping strategies (e.g., "I've been looking for
something good in what is happening”) on a 4-point Likert scale (1 = I haven't been doing this at
all, 4 = I've been doing this a lot). The measure prompts participants to respond in reference to
coping strategies used for “a hardship in your life”. For the current study, participants were
asked to answer about coping relating to stressful experiences from their crisis supporter role.
The measure contains three subscales and demonstrates strong psychometric properties in
other helping professionals, including doctors and nurses (Jamal et al., 2022; Zeladita-Huaman
etal, 2024). The problem- (a =.89) and emotion-focused (o = .83) coping subscales displayed
good internal consistency, while the avoidant coping subscale was on the margin of acceptable

internal consistency (a =.69).
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2.2.3 Data analysis

The data were analysed using R (version 4.2.1; R Core Team, 2023). The Tidyverse package
(Wickham et al,, 2019) was used to prepare the data for analysis, which involved calculating
total scores for scales. For certain categorical variables, specifically geographic region and
experience, categories with very low cell counts (n <5) were collapsed. Descriptive statistics
were calculated to summarise all relevant variables. For categorical variables, the frequency and
proportion of participants in each category was computed, while means and standard deviations

were used to summarise normally distributed continuous variables.

A series of linear regression models, run using base R functions, were used to examine the
association between the dependent variables of compassion satisfaction, compassion fatigue,
and psychological distress and predetermined independent variables including gender, age,
modality, shift hours, remote work proportion, employment status, experience, lived experience,
and the three coping subscales. Univariate linear regression was first performed to establish the
unadjusted associations between each independent variable and each dependent variable.
Subsequently, three separate multivariate linear regression models were constructed, each with
one of the main outcomes as the dependent variable. All independent variables were included as
predictor variables to account for any confounding effects. The significance level for all analyses
was set at p <.05. The R package gtsummary was used to create regression summary tables

(Sjoberg etal., 2021).
2.3 Results

2.3.1 Demographic characteristics

Participants (n = 422) were predominantly female (82.5%) and 17.5% were male (Table 2.1).
The age of respondents ranged from 20 to 86 years (M = 46.1, SD = 15.6). Most resided in major
urban areas (80.9%). In terms of training in counselling or mental health, 38.9% had an
undergraduate degree or diploma, 20.1% had a postgraduate degree, 9.0% were currently
studying, 6.6% had another relevant qualification, and 25.4% had no other training (excluding
that offered by their organisation). Over two-fifths (43.6%) of participants had lived experience
through a loved one who had attempted or died by suicide. Forty percent had lived experience of
suicidal ideation and 12.1% had attempted suicide. Over one in four (27.7%) did not have a lived

experience of suicide.
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2.3.2 Work-based characteristics

Participants conducted crisis support at 38 unique Australian crisis lines. Some lines focused on
supporting the wider community with specific concerns, like loneliness or suicidality, whereas
some targeted broader concerns or focused on certain populations like Indigenous Australians,
LGBTQ+ people, or victims of relationship violence. However, participants were not evenly
spread across crisis lines; most were from one of the four organisations which assisted with

recruitment (organisation names and frequencies not disclosed to limit identifiability).

Participants primarily administered crisis support over telephone (78.0%), while 22.0% used
chat-based modalities. Most volunteered in the role (59.2%) and 40.8% were paid for their
crisis support work. Years of experience in the role was fairly evenly spread, with 23.9% having
less than one year, 28.7% 1-2 years, 21.8% 3-5 years, and 25.6% over 6 years. Participants
worked a mean of 40.5 monthly shift hours (SD = 45.0). Of these hours, a mean proportion of
33.5% (SD = 41.7) were spent working remotely.

Table 2.1 Demographic and work-based characteristics of sample.

Characteristic Descriptive
statistics
Gender (n [%])
Female 334 (82.5)
Male 71 (17.5)
Age (mean [SD]) 46.1 (15.6)
Geographic region (n [%])
Major urban area 338 (80.9)
Regional/rural/remote 84 (19.9)
Crisis supporter role status (n [%])
Paid 172 (40.8)
Volunteer 250 (59.2)
Primary modality (n [%])
Telephone 329 (78.0)
Chat 93 (22.0)
Experience as crisis supporter (n [%])
Less than 1 year 101 (23.9)
1-2 years 121 (28.7)
3-5 years 92 (21.8)
6 years or more 108 (25.6)
Remote work proportion (mean % [SD]) 33.5(41.7)
Hours per month (mean [SD]) 40.5 (45)
Highest level of training in counselling or mental health (n [%])
No training (other than from organisation) 107 (25.4)
Other relevant qualification 28 (6.6)
Currently studying 38 (9.0)
Undergraduate degree or diploma 164 (38.9)
Postgraduate degree 85 (20.1)
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2.3.3 Role and workplace stressors

Figure 2.1 shows the proportion of participants who reported that each role stressor had a
negative impact on their mental health or wellbeing. The highest endorsed items were ‘client
expects too much from you that you cannot provide as part of your role’ (44.1%), ‘client is
argumentative’ (41.0%) and ‘client has sexual intentions with the conversation’ and 'client
interaction ends in uncertainty’ (both 40.3%). One in ten (10.0%) participants indicated that
they had no significant challenges in the role that negatively affected their mental health or

wellbeing.

Figure 2.1 Proportion of participants reporting that specific role stressors negatively

affected their wellbeing.

Client expects too much from you _ 44.1%
Client is argumentative 41.0%
Client interaction ends in uncertainty [ 40.3%
Client has sexual intentions [ 40.3%

Client presents as suicidal 36.5%
Client's story causes personal emotion 35.1%

Story with children or animals as victims _ 32.2%
Client not in distress contacts frequently _ 31.3%

Client talks too much 29.6%
Client intends to mistreat someone 27.3%

Difficult to determine truth in client's story _ 24.9%
Client busy during conversation _ 19.7%
client under influence of alcohol/drugs | I 1s.0%

Client has a psychiatric condition 17.8%
client exhibits extreme thinking || | | I 16.6%
client shares many complaints ||| | [ I 12.8%

No significant challenges _ 10.0%
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Percentage (%)
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In terms of workplace stressors, 54.7% of respondents indicated that ‘trauma exposure (e.g.,
suicide)’ had negative impacts on their wellbeing. This was followed by ‘high job demands’
(32.0%), ‘shift work’ (28.2%), ‘lack of reward/recognition’ (19.2%), and ‘poor support from
supervisors’ (16.4%). Just under one in four participants (23.2%) reported they did not feel

negatively impacted by workplace stressors. See Figure 2.2 for the full results.
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Figure 2.2 Proportion of participants reporting that specific workplace stressors negatively

affected their wellbeing.

Trauma exposure (e.g. suicide) 54.7%
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Conflict with others at work - 3.1%
Hazardous physical environment . 1.9%

No significant challenges _ 23.2%
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2.3.4 Levels of wellbeing, substance use, and coping

The mean compassion satisfaction score was 26.1 (SD = 5.8), with 19.9% of participants
exhibiting low levels, 47.6% moderate levels and 32.5% experiencing high levels. Regarding
compassion fatigue, the mean score was 19.7 (SD = 6.6) and 30.6% reported low levels, 49.3%
moderate levels, and 20.1% high levels. In terms of psychological distress, the mean K10 score
was 18.6 (SD = 7.5): 44.2% scored low, 25.5% scored moderate, 20.2% scored high, and 10.3%
scored very high.

The substances with the highest prevalence of lifetime use were alcohol (89.1%), cannabis
(49.8%), followed by amphetamines and sedatives (both 24.0%). The least commonly used
substance classes were ‘other’ (2.5%), opioids (10.4%), and inhalants (11.9%). Relating to the
past 3 months, the highest prevalence of moderate risk use was for alcohol (17.3%), sedatives
(7.7%), and cannabis (7.2%). Less than 0.5% of the sample reported high risk use of alcohol,
cannabis, and ‘other’ substances over the past 3 months, and no participants reported high risk

in all other categories. See Table 2.2 for the full results.
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Table 2.2 Substance use scores and risk categories.

Substance class ~ ASSIST score!  Abstinent Low risk Moderate risk ~ High risk
mean (SD) n (%) n (%) n (%) n (%)
Alcohol 6.9 (5.6) 44 (10.9%) 288 (71.3%) 70 (17.3%) 2 (0.5%)
Cannabis 2.1(4.8) 203 (50.2%) 170 (42.1%) 29 (7.2%) 2 (0.5%)
Cocaine 0.9 (2.1) 324 (80.2%) 74 (18.3%) 6 (1.5%) 0 (0.0%)
Amphetamines 1.1 (2.2) 307 (76.0%) 87 (21.5%) 10 (2.5%) 0 (0.0%)
Inhalants 0.9 (3.0) 356 (88.1%) 45 (11.1%) 3 (0.7%) 0 (0.0%)
Sedatives 3.2 (49) 307 (76.0%) 66 (16.3%) 31 (7.7%) 0 (0.0%)
Hallucinogens 0.6 (1.5) 329 (81.4%)  71(17.6%) 4 (1.0%) 0 (0.0%)
Opioids 1.9(3.3) 362 (89.6%) 35 (8.7%) 7 (1.7%) 0 (0.0%)
Other 6.6 (9.4) 394 (97.5%) 5 (1.2%) 4 (1.0%) 1(0.2%)

Note: SD = standard deviation. 1ASSIST score among users of each substance

In terms of coping strategies, emotion-focused coping had the highest mean score (M = 22.7, SD
= 6.3). This was followed by problem-focused coping, with a mean score of 17.3 (SD = 5.8) and
avoidant coping, with a mean of 11.2 (SD = 2.8).

2.3.5 Factors associated with wellbeing

2.3.5.1 Compassion satisfaction

In univariate regression analyses, age, modality, remote work, emotion-focused coping and
avoidant coping were independently associated with compassion satisfaction (p’s < .05; the full
results can be seen in Table 2.3). Of these variables, when all participant characteristics were
included in a multivariate model, emotion-focused coping (§ =-0.18,95% CI [-0.33,-0.03],p =
0.017) and avoidant coping (8 = -0.74, 95% CI [-1.00, -0.48], p < 0.001) retained significant
negative associations. In other words, as reported use of emotion-focused and avoidant coping

increased, compassion satisfaction scores decreased.

While not significant in univariate analysis, problem-focused coping demonstrated a significant
positive association (3 = 0.34, 95% CI [0.19, 0.49], p < 0.001) with compassion satisfaction in the
multivariate model controlling for participant characteristics. Specifically, as problem-focused

coping increased, compassion satisfaction scores also increased.
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Table 2.3 Univariate and multivariate regression results showing the associations between

crisis supporter characteristics and compassion satisfaction

Characteristic Compassion satisfaction
Univariate regression Multivariate regression
Beta [95% CI]? p-value Beta [95% CI]? p-value
Age 0.07 [0.04, 0.11] <.001 0.04 [0.00, 0.08] .065
Gender

Female — —

Male 0.63 [-0.82, 2.10] 394 0.54 [-0.89, 1.97] 458
Modality

Telephone — —

Chat -1.92 [-3.24,-0.60] .004 -1.51 [-3.25, 0.22] .087
Shift hours -0.01[-0.02, 0.01] .394 0.00[-0.02, 0.02] 901
Remote work -0.02 [-0.03, 0.00] .021 0.00[-0.02, 0.02] 903
Employment status 158

Paid — —

Volunteer 0.43 [-0.69, 1.55] 455 -1.22 [-2.91, 0.48]

Experience .102 .39

1 year or less — —

1-2 years 0.59 [-0.92, 2.1] 442 0.46 [-1.02, 1.95] 540

3-5years 0.41[-1.2,2.0] 621 -0.74 [-2.37, 0.89] 375

6 years or more 1.910.31, 3.42] .019 0.45[-1.21, 2.10] .597
Lived experience

Yes — —

No 0.29 (-0.92 to 1.51) .636 -0.94 [-2.11, 0.24] 117
Problem-focused coping -0.03[-0.13, 0.06] 477 0.34 [0.19, 0.49] <.001
Emotion-focused coping -0.15[-0.23,-0.06] <.001 -0.18 [-0.33,-0.03] .017
Avoidant coping -0.56 [-0.75, -0.37] <.001 -0.74 [-1.00, -0.48] <.001

2.3.5.2 Compassion fatigue

Univariate analyses showed that all participant characteristics were independently associated
with compassion fatigue (p’s < .05; for detailed regression results, refer to Table 2.4). After
including all participant characteristics in a multivariate linear regression model, gender, remote
work, experience, and the coping style subscales remained statistically significant. Age, modality,
shift hours, and lived experience were no longer statistically significantly associated with

compassion fatigue in the full model.

In terms of gender, males reported lower compassion fatigue than females (3 = -2.12, 95% CI [-
3.42,-0.83], p < 0.001). Remote work exhibited a significant positive association with
compassion fatigue (f = 0.02, 95% CI [0.00, 0.04], p = 0.02), indicating that increased remote
work in the crisis supporter role was linked to higher levels of compassion fatigue. Regarding
experience in the role (p =.008), those with 3-5 years (8 = 2.53,95% CI [1.05, 4.02], p =.001),
and =6 years (8 = 1.84, 95% CI [0.33, 3.35], p =.017) had higher compassion fatigue compared

to those with <1 year. Regarding coping styles, problem-focused coping had a significant
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negative relationship with compassion fatigue (3 =-0.14, 95% CI [-0.28, -0.01], p = 0.042).
Conversely, emotion-focused coping (§ = 0.29, 95% CI [0.16, 0.43], p < 0.001) and avoidant
coping (= 1.04,95% CI [0.81, 1.28], p <.001) were associated with higher compassion fatigue.

Table 2.4 Univariate and multivariate regression results showing the associations between

crisis supporter characteristics and compassion fatigue

Characteristic Compassion fatigue
Univariate regression Multivariate regression
Beta [95% CI]! p-value Beta [95% CI]? p-value
Age -0.14 [-0.18,-0.10] <.001 -0.03[-0.07, 0.01] 155
Gender

Female — —

Male -2.98 [-4.61, -1.36] <.001 -2.12[-3.42,-0.83] .001
Modality

Telephone — <.001 —

Chat 2.75[1.25,4.24] 0.47 [-1.11, 2.05] .557
Shift hours 0.04 [0.03, 0.06] <.001 0.01 [-0.01, 0.02] 524
Remote work 0.04 [0.03, 0.06] <.001 0.02 [0.00, 0.04] 021
Employment status

Paid — —

Volunteer -4.44 [-5.64,-3.23] <.001 -0.29 [-1.83, 1.25] 711
Experience .006 .008

1 year or less — —

1-2 years 2.04[0.32,3.76] .002 1.19 [-0.16, 2.53] .085

3-5years 2.29[0.46,4.13] .015 2.53[1.05,4.02] .001

6 years or more -0.12 [-1.88, 1.65] .897 1.84[0.33, 3.35] 017
Lived experience

Yes — —

No -3.30 (-4.70, -1.90) <.001 -0.91[-1.98, 0.16] .094
Problem-focused coping 0.48[0.38,0.58] <.001 -0.14 [-0.28,-0.01] .042
Emotion-focused coping 0.56 [0.47, 0.64] <.001 0.29[0.16, 0.43] <.001
Avoidant coping 1.45[1.26,1.63] <.001 1.04 [0.81, 1.28] <.001

2.3.5.3 Psychological distress

In univariate analyses, all participant characteristics except for gender were independently

associated with psychological distress (p’s <.05). Although significant in the univariate analyses,
shift hours, remote work, employment status, and experience no longer demonstrated
significant associations in the multivariate analysis. The full regression results are presented in

Table 2.5.

Age remained significantly negatively associated with psychological distress (§ =-0.11, 95% CI
[-0.16,-0.07], p <.001), where increased age was related to lower psychological distress.

Providing crisis support over chat remained related to higher psychological distress (= 1.91,
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95% CI[0.08, 3.73], p =.041) compared to telephone support. Lived experience remained
significantly associated, where participants without lived experience reported lower
psychological distress (§ =-2.15,95% CI [-3.39, -0.91], p <.001). Problem-focused coping (f = -
0.23,95% CI [-0.39, -0.07], p = .004) showed a significant negative association with
psychological distress in the multivariate model, in contrast to its positive association in the
univariate model. Emotion-focused coping (3 = 0.34, 95% CI [0.18, 0.50], p <.001) and avoidant
coping (f=1.13,95% CI [0.85, 1.40], p <.001) retained their significant positive associations

with psychological distress.

Table 2.5 Univariate and multivariate regression results showing the associations between

crisis supporter characteristics and psychological distress

Characteristic Psychological distress
Univariate regression Multivariate regression
Beta [95% CI}? p-value Beta [95% CI}? p-value
Age -0.22[-0.27,-0.18] <.001 -0.11 [-0.16,-0.07] <.001
Gender

Female — —

Male -1.73[-3.70, 0.24] .084 -0.24 [-1.74, 1.27] .756
Modality

Telephone — —

Chat 3.59[1.86,5.32] <.001 1.91 [0.08, 3.73] .041
Shift hours 0.04 [0.02, 0.05] <.001 0.00 [-0.02, 0.02] 879
Remote work 0.04 [0.02, 0.05] <.001 0.00 [-0.02, 0.02] 837
Employment status

Paid — —

Volunteer -3.84 [-5.28, -2.40] <.001 -0.12 [-1.91, 1.67] .899
Experience <.001 702

1 year or less — —

1-2 years 1.31[-0.67, 3.29] 442 -0.12 [-1.68, 1.45] .883

3-5years 0.44 [-1.70, 2.58] 621 0.70 [-1.02, 2.42] 425

6 years or more -2.56 [-4.60, -0.53] .019 0.61[-1,14, 2.42] 495
Lived experience

Yes — —

No -4.74 (-6.31,-3.17) <.001 -2.15[-3.39,-0.91] <.001
Problem-focused coping 0.50[0.39, 0.62] <.001 -0.23 [-0.39,-0.07] .004
Emotion-focused coping 0.63[0.53,0.72] <.001 0.34[0.18, 0.50] <.001
Avoidant coping 1.62[1.42,1.83] <.001 1.13[0.85, 1.40] <.001

2.4 Discussion

The present study contributes to the understudied field of crisis supporter wellbeing. This is the
first study to compare the wellbeing of chat-based and telephone-based crisis supporters,

investigate substance use in the population, and identify stressors within the Australian helpline
context. It also adds to limited research reporting the associations of key factors with wellbeing,

including the provision of support remotely and over chat, and coping strategies.
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The demographic profile of the current sample was broadly consistent with Kitchingman et al.'s
(2018c) sample. Kitchingman and colleagues state that a service director advised that their
sample was representative of crisis supporters at Lifeline Australia. Both samples were mostly
female (78.1% in Kitchingman'’s study vs. 82.5% in the present study), of similar age (M = 49.1
vs. 46.1 years), and primarily based in metropolitan areas (60.5% vs. 80.9%). Educational
attainment and role experience were both comparable, with approximately 60% in each sample
holding a university degree and having two-years or less experience in the role (60.5% vs.

52.6%).

Of note, whereas Kitchingman’s sample were telephone crisis supporters working from Lifeline
offices, the present study recruited across 38 helplines and included both telephone- and chat-
based crisis supporters, who on average worked one-third of their hours remotely. These
characteristics suggest that, while comparable to this earlier representative sample, the current

study captured a more diverse and contemporary cross-section of the workforce.

2.4.1 Stressors

The first aim of this study was to identify stressors. The most endorsed stressor related to crisis
support work was help-seekers expecting more than the crisis supporter role can provide. This
is in line with qualitative research that has identified that some help-seekers contact crisis lines
for support with complex mental illness, in place of consulting healthcare professionals (Vattge
etal., 2020). The limitations of the crisis supporter role, for example, its focus on validation and
non-directiveness, can result in frustration or feelings of powerlessness in crisis support
workers (Vattge et al,, 2020; Yanay & Yanay, 2008). Having realistic and clear expectations about

their role can help crisis supporters to manage this stressor (Vattge et al. 2020).

The next two most highly endorsed stressors were related to argumentative callers and sexually
motivated callers, respectively. Crisis lines are highly accessible and as such, their misuse has
been widely documented (Pollock et al,, 2012; Willems et al., 2021). Sex calls have been
observed to evoke intense frustration in crisis supporters, who can feel betrayed and
demoralised (Pollock et al., 2012). This is a complex issue, and although helplines often have no
tolerance policies for these callers (e.g., Lifeline Australia, 2025), organisations should explore
further methods of protecting their employees and volunteers from abuse. As recommended by
Pirkis et al. (2016), addressing challenging caller profiles by redirecting them to experienced

crisis supporters with specialised training may be beneficial.

Just over one in three crisis supporters reported that they had personal emotional reactions (or

were ‘triggered’) in response to content in help-seekers’ stories. A large proportion of the
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sample had a lived experience of suicide, with two in five crisis supporters having experienced
suicidal thoughts, and one in ten had attempted suicide. Multivariate analyses demonstrated
that a lived experience of suicide was significantly associated with psychological distress, but
not to compassion fatigue or satisfaction. More research needs to be conducted to determine
whether having a specific lived experience of suicide, and therefore perhaps being more
vulnerable to triggers, leads to poorer wellbeing among crisis supporters. However, it is a known
motivator for volunteering for crisis lines and those with lived experience are a crucial
contingent of the workforce (Mishara & Giroux, 1993; Sundram et al., 2018). As such, supporting
crisis supporters with lived experience should be a key focus for future research and

organisational efforts.

The study also investigated stressors related to the workplace more broadly. Across all stressors,
trauma exposure was the highest endorsed item, consistent with evidence that repeated
exposure to traumatic content, including suicidality, negatively impacts wellbeing (Rauvola et al.,
2019; Vattge et al.,, 2020). Another highly endorsed workplace stressor was high job demands,
which in broader literature refers to workload and time pressure (Harvey et al., 2017). In crisis
supporters, this likely reflects pressures of high call volumes, expected targets for calls per hour,
or other sources of stress inherent to the role. Lastly, a significant proportion of crisis
supporters indicated that shift work was a stressor. This is unsurprising, as shift work is
associated with numerous adverse outcomes in other working populations, including fatigue

and social isolation (Moreno et al., 2019).

2.4.2 Levels of wellbeing and substance use

Rates of compassion satisfaction were high, with four in five crisis supporters reporting
moderate-high levels. In volunteers, feelings of reward may compensate for role-related distress
and is likely to be a key motivator for people to stay in their role (Willems et al., 2020). As a large
proportion of crisis supporters worldwide are volunteers, high levels of compassion satisfaction
may arguably be more important than in other caring roles where there is also a financial
imperative to continue (WHO, 2013). The high rates of compassion satisfaction of the current

sample are consistent with this theory.

Most crisis supporters reported low to moderate compassion fatigue. However, around one in
five fell into the high compassion fatigue category. There is limited data with which to compare
this finding, though it is higher than previously reported rates among crisis supporters in the
U.S. where over 80% scored low levels (Spafford et al., 2023). However, compassion fatigue was
measured differently in these studies and conceptualised as a combination of burnout and

secondary traumatic stress.

41



Rates of high or very high levels of psychological distress were high relative to the general
population (30.5% vs. 10%; Sunderland et al,, 2011) but commensurate with those of other
helping professionals (Petrie et al., 2018). Further, these levels of psychological distress are
unsurprising as a large proportion of the sample had a lived experience of suicide (40% had
experienced suicidal thoughts, 12.1% had attempted suicide). Given that psychological distress
can also impair an individual’s crisis counselling skills (Kitchingman et al., 2017), this
underscores the importance of supporting crisis workers in their role. The distress levels of
crisis supporters are not only crucial for their own health but can also impact the quality of

crisis helplines and have wide-reaching impacts on communities.

Levels of risky substance use varied greatly based on substance class. A minority of the sample
was engaging in risky substance use, with alcohol, sedatives, and cannabis the highest drugs of
concern. Rates of moderate- to high-risk alcohol use (17.8%) were similar, albeit slightly lower
than those in the Australian population (22.2%; O’Brien et al.,, 2020). Among the other
categories of substance use, moderate- to high-risk use was reported at a lower rate, with the
highest prevalence for cannabis and sedatives (both 7.7%). While directly comparable rates are
not available, this exceeds the estimated 12-month prevalence of drug use disorder in the

Australian general population (3.3%; ABS, 2023b).

Contextualising these findings, risky substance use is often used as a coping strategy by helping
professionals who encounter traumatic material as part of their job (Cohen & Collens, 2013;
Patel et al., 2023). As the first study to investigate substance use in crisis supporters, this study
used an exploratory approach. Future work should look to establish relationships between crisis
support work and substance use, ideally using longitudinal methods to further understand these

relationships.

2.4.3 Factors associated with wellbeing

Controlling for other factors, female gender, remote work and experience in role were associated
with increased compassion fatigue. Contrastingly, conducting crisis support over chat and

younger age were associated with higher psychological distress.

In terms of demographic characteristics, the finding that females had higher compassion fatigue
is consistent with research on nurses (Mooney et al., 2017). Notably, gender showed no
association with psychological distress, consistent with findings of Kitchingman et al. (2017).
These findings suggest that females may be more susceptible to the toll of empathetic
engagement, manifesting in compassion fatigue, but that this may not then lead to psychological

distress. Moreover, in line with Kitchingman et al,, (2017), younger crisis supporters were more
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at-risk of experiencing psychological distress. However, this finding may be unrelated to the role,
but rather a reflection of differences in reporting in younger cohorts, as young people have
higher rates of mental ill-health in population-wide surveys (Slade et al., 2025; Teesson et al.,

2025).

Interestingly, crisis supporters with more experience in the role had higher compassion fatigue
scores, contrasting with previous research that found that more experienced crisis supporters
experienced lower distress (Mishara & Giroux, 1993). Compared to those with 1 year of
experience or less, compassion fatigue appeared to peak for those with 3-5 years’ experience,
and while still elevated for those with 6 years’ experience or more, it appeared to drop off. It
may be that crisis supporters with a tenure of over 5 years report lower compassion fatigue, as
those experiencing higher levels may have left the role. Taken together, organisations should
take particular care in supporting crisis supporters who are female, younger, or with a moderate

amount of experience in the role, as they may be more at risk of adverse outcomes.

In the current study, on average, crisis supporters worked remotely one-third of the time, and an
increased proportion of time spent working remotely was associated with poorer compassion
fatigue. Potential effects of remote work or hybrid work practices are multifaceted. Isolation is a
significant concern, as crisis supporters may experience a sense of detachment from their
colleagues and the broader support network typically available in a traditional setting. The
absence of face-to-face interactions can limit opportunities for supervisory support or informal
debriefing (Button et al., 2023). The results of this study contrast with that of Willems et al.'s
(2021) study, who did not find that proportion of time working remotely was associated with
distress or intention to leave. However, the researchers did find that reported feelings of
isolation due to remote work were associated with distress and intention to leave. These mixed
findings are reflected in the current study as remote work was not associated with compassion

satisfaction or psychological distress in multivariate models.

While remote work adds flexibility to working arrangements, crisis helpline organisations
should consider impacts on employee and volunteer wellbeing, particularly those who are
completely remote (18.5% of this sample, of which 69.2% were chat-based crisis supporters).
Strategies to mitigate the potential negative effects of remote work, such as promoting virtual
team-building activities and peer support (for example Snyder et al., 2023), as well as providing
regular opportunities for debriefing and supervision (Furlonger & Taylor, 2013), may prove

essential in maintaining the mental health of those feeling isolated.

Another notable finding was that chat-based crisis supporters had higher psychological distress

than those providing support over telephone. Compared to telephone crisis lines, chat-based
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lines have been shown to have higher rates of help-seekers experiencing suicidality
(Mokkenstorm et al., 2017; Netbalance, 2014). As such, chat-based supporters may have higher
exposure to traumatic material, resulting higher levels of distress. Chat-based crisis supportis a
rapidly growing field (Batchelor et al., 2021) and these findings emphasise a need for further
research and organisational efforts to understand and address the unique challenges faced by

chat-based crisis supporters.

Regarding coping styles, higher problem-focused coping was linked to positive wellbeing,
replicating past findings in crisis supporter research (Dunkley & Whelan, 2006; Kitchingman et
al,, 2018a). Conversely, it was found that emotion-focused coping and avoidant coping were
associated with poorer wellbeing, which is consistent with research from Kitchingman and
colleagues (2018a) and corroborates Roche and Ogden’s (2017) findings that avoidant coping
was related to burnout in crisis supporters. Like other demanding roles in the helping
professions (Ewer et al,, 2015; Owens-King, 2019), coping strategies are likely important in
managing stressors inherent to providing crisis support. In relation to the Appreciative Inquiry
framework, problem-focused coping may represent an important existing strength that can be

drawn upon in this population.

To utilise existing coping-related strengths, training and interventions at crisis support
organisations should encourage problem-focused coping strategies to manage stressors.
Qualitative research has identified several coping strategies perceived by crisis supporters as
productive, for example: having realistic expectations, focusing on meaning and growth,
maintaining personal boundaries, seeking supervisor feedback, or venting with coworkers (Cyr
& Dowrick, 1991; Vattge et al., 2020). On the other hand, avoidant coping strategies used by
crisis supporters should be dissuaded in training and interventions, such as denial, ignoring
distress resultant of the role (Dunkley & Whelan, 2006), engaging in substance use, or

distraction (Carver, 1997).

2.4.4 Strengths

This study had several strengths. Firstly, while most studies in the field sample from a single
organisation (e.g., Willems et al., 2021), participants in this study were drawn from 38
Australian crisis lines, increasing the generalisability of findings. Secondly, anonymity was
prioritised and the researchers were independent of participants’ organisations, factors that
increase the validity of self-reported symptoms, particularly for stigmatised issues such as
substance use (Haugen et al., 2017; Marshall et al., 2021). Thirdly, the sample characteristics
closely resembled those of previous research purported to be representative of crisis supporter

populations (Kitchingman et al., 2018c). Finally, compared to prior work that relied on
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univariate analyses (e.g., Dunkley & Whelan, 2006; Spafford et al., 2023), this study used
multivariate regression models that accounted for demographic and role-related characteristics

to build a more robust picture of factors associated with wellbeing..

2.4.5 Limitations

There are limitations of this study that must be acknowledged. The convenience sample shared
characteristics with previous research (Kitchingman et al., 2018c), but it cannot be established
whether participants were representative of the broader crisis support population. Another
limitation is the cross-sectional nature of the data. While the study was able to identify
associations between variables, the results do not imply causality. For example, it is unclear
whether avoidant coping causes mental ill-health, or if those with mental ill-health rely more on

avoidant coping.

2.4.6 Conclusion

In summary, this study conducted a robust cross-sectional investigation of the current state of
crisis supporter wellbeing. It is the first to examine substance use in this population and to
compare wellbeing between chat- and telephone-based crisis supporters. While most
participants had high levels of compassion satisfaction, numerous stressors were identified as
negatively affecting wellbeing, and a notable subset of crisis supporters reported high levels of

compassion fatigue and psychological distress.

Given the pivotal role that paid and volunteer crisis supporters play in suicide prevention and
frontline mental health care, the results hold critical implications for organisational policy and
broader public health. They emphasise the need to address wellbeing-related challenges faced
by crisis supporters, to support their wellbeing and the sustainability of crisis lines. Despite this,
a scarcity of information exists relating to the promotion of crisis supporter wellbeing. In
addition to the quantitative insights gained in this chapter that contributed to the Discovery
phase of Appreciative Inquiry, the development of interventions should be informed by an in-

depth understanding of the lived experiences and working environment of crisis supporters.
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Chapter 3

Stressors, coping, and support needs:

A qualitative study

Abstract

Abstract: Background: While quantitative research finds that crisis supporters experience
significant stressors that may impact their wellbeing, less is known about the lived experience of
these challenges and how individuals cope. This study sought to explore crisis supporters’
experiences of stressors, their perceived impacts on wellbeing, coping strategies, and
preferences for wellbeing support. Method: Fifteen Australian crisis supporters, drawn from
survey respondents in Chapter 2, participated in semi-structured interviews. Data were
analysed using reflexive thematic analysis. Results: Six primary themes were identified: (1)
finding satisfaction in helping others, (2) sources of stress in the role, (3) costs of caring, (4)
coping with the work, (5) navigating a changed landscape, and (6) support preferences of crisis
supporters. Participants described altruism, connection, and personal growth as rewarding but
reported stress from challenging caller profiles, organisational pressures, and uncertainty. They
also report experiences of empathy-based stress and functional impairment resulting from their
work. Coping strategies included both adaptive and maladaptive approaches, and participants
discussed the challenges of a changing working landscape. They expressed varied preferences
for wellbeing support but emphasised the importance of connection with peers and
psychoeducation about empathy-based stress. Conclusion: Findings provide nuanced insight into
the stressors and coping mechanisms of crisis supporters and highlight key directions for

developing tailored, acceptable wellbeing interventions.
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3.1 Introduction

In the preceding chapter, a cross-sectional survey identified distinct stressors experienced by
those in the role, the top three of which were trauma exposure, high expectations from callers,
and abusive callers. It uncovered high rates of compassion satisfaction (32.5% scoring high)
among crisis supporters, moderate rates of compassion fatigue (20.1% scoring high) and high
psychological distress (30.5% scoring high—very high). It also provided evidence that coping
strategies were related to these wellbeing outcomes in expected ways, and as such may play a

role in exacerbating or mitigating the effect of stressors.

However, while the survey presented in Chapter 2 provided critical quantitative insights into
crisis supporter wellbeing at a population level, which have been lacking to date in the
literature, it did not capture nuances in the lived experience of those working or volunteering on
a crisis line, who support strangers experiencing emotional difficulties and suicidality.
Qualitative research methods allow for a more in-depth exploration of personal perspectives
and experience. They can provide insight into mechanisms that are difficult to operationalise

quantitatively and generate rich, detailed data.

Within this chapter, qualitative methods will be used to obtain a deeper understanding of key
phenomena relevant to the crisis supporter experience, including motivation for volunteering
and the impact of stressors. Further, qualitative methods will be used to collect detailed

accounts of coping strategies and how crisis supporters feel they could be better supported.

Several qualitative studies have been conducted that investigate the experience of crisis line
work (Aguirre & Bolton, 2013; Kitchingman et al., 2024; Pollock et al., 2012; Sundram et al,,
2018; Vattge et al,, 2020; Yanay & Yanay, 2008). Three studies have focused on motivations for
the work, which included altruism, personal skill development, and using past lived experience
to help others (Aguirre & Bolton, 2013; Sundram et al., 2018; Yanay & Yanay, 2008) but did not

examine crisis supporter wellbeing or other aspects of the role.

Other qualitative studies had a broader scope, investigating stressors, wellbeing, and coping
(Cooney & McCashin, 2023; Kitchingman et al., 2024; Vattge et al., 2020). Vattge et al. (2020)
explored stressors in Norwegian crisis line volunteers at a religious organisation. Challenges
included exposure to trauma, feeling unable to actively intervene to assist help-seekers, and
concerns about representing the church. Moreover, Kitchingman and colleagues (2024) focused
on impacts on functioning, finding that Australian crisis supporters reported symptoms of
anxiety, compassion fatigue, and traumatic stress, but little evidence of functional impairment.

Some participants suggested that additional training for challenging caller profiles and more
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robust supervision structures would be helpful. Both studies emphasised the importance of
certain coping strategies in supporting wellbeing, including the maintenance of boundaries
between themselves and callers, participating in debriefing, and group supervision. While
valuable, both studies collected data in 2016 or earlier (Kitchingman et al., 2024; Vattge et al.,

2019) and as such, did not capture features of the contemporary crisis support landscape.

One such feature is remote work. More recently, an Irish study (Cooney & McCashin, 2023)
investigated impacts of the COVID-19 pandemic on volunteer crisis supporters, a time where
working remotely became the norm. Positively, the role was described as providing a sense of
purpose during lockdown. However, volunteers noted increased feelings of isolation from new
remote work protocols and heightened vulnerability to common stressors such as abusive
callers. Taken alongside the survey findings from Chapter 2, which indicated that remote work
was associated with increased compassion fatigue, the impact of remote work warrants further
examination. Findings may have important implications for how organisations support remote

workers and develop policies to mitigate associated risks.

Another development in the crisis support landscape is the widespread growth of chat-based
services. As discussed in Chapter 1, evidence shows that chat-based supporters may experience
the role differently to phone-based supporters, encountering over three times the proportion of
help-seekers reporting current or recent suicidality (Gould et al., 2013, 2021). Reflecting this,
Chapter 2 found that providing chat-based support was associated with significantly greater
psychological distress. Despite these findings, no qualitative studies have investigated the

wellbeing of workers who provide support over this modality.

Efforts to improve the wellbeing of a population should be guided by a clear understanding of
their context and needs. While this thesis has focused on the Discover phase of the Appreciative
Inquiry up to this point, part of this study addresses the Dream phase which aims to determine
what end-users perceive as ‘ideal’ support strategies. Seeking worker perspectives to inform
intervention design has been implemented in several other helping professions, including
paramedics (Cogan et al,, 2025; Donnelly et al.,, 2016), and health and social care workers
(Billings et al., 2020). As discussed in Chapter 1, such approaches can improve the acceptability
and feasibility of interventions (Brotherdale et al., 2024; Slattery et al., 2020). While
Kitchingman et al’s (2024) study offered early insights from crisis supporters, namely the
improvement of existing support structures, no study has conducted an in-depth exploration of

their support preferences.

In summary, while existing qualitative research has provided important insights into crisis

supporter motivations, stressors, wellbeing, and coping, there remain notable gaps. Little is
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known about experiences in the contemporary crisis support environment, where paid and
volunteer workers may face changed stressors and use altered coping methods where remote
work and chat-based delivery is increasingly prevalent. Moreover, no study to date has asked
crisis supporters about their preferences for receiving wellbeing support. Addressing these gaps

is important to inform current efforts to improve crisis supporter wellbeing.
Therefore, this study aims to use semi-structured interviews to:

i) explore current experiences of the crisis supporter role, including motivations, stressors,
wellbeing, and coping strategies; and
ii) investigate crisis supporters’ perceptions of current support systems and their ideal forms

of wellbeing support.

3.2 Method

3.2.1 Design

Semi-structured interviews were used to explore the experiences and perceptions of support
within the crisis supporter role with a qualitative study design. Reflexive thematic analysis was

the methodology chosen to interpret data, which is expanded upon in subsection 3.2.4.

3.2.2 Recruitment

The sample for this study was a subset of the respondents to the survey conducted in Chapter 1,
who were Australian adults who currently or recently (with the past 3 months) worked or
volunteered as crisis supporters. At the end of the survey, respondents were asked if they would

be willing to take part in an additional interview at a later point.

Of the 422 survey respondents, 80 indicated interest in completing an interview. Fifteen
participants were randomly selected from this group using an online random sampling tool,

where deidentified participant identifiers were entered (https://randraw.com/draw-with-

many-participants). These participants were then invited via email to schedule an interview.

After one individual did not respond within two weeks, another participant was randomly
chosen and contacted using the same procedure as above. In total, 15 participants completed an
interview. Sample size considerations were guided both by Braun and Clarke's (2013) guide,
which recommends a sample size of 15-20 participants and recommendations for thresholds of
saturation (the point where no new themes or insights emerge from additional interview data)
typically being reached at a mean of 12-13 participants for individual interviews (Hennink &

Kaiser, 2022). While codebook or coding reliability types of thematic analysis rely more heavily
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on saturation to judge sample size, the concept is deemed less important for the reflexive
thematic analysis used in this chapter (Braun and Clarke, 2021). As such, the sample for the
current study was deemed adequate. Ethical approval for this project was granted by the

University of Sydney Human Research Ethics Committee (protocol number: 2022/891).

3.2.3 Procedure

Interviews were conducted over Zoom video calls from April to June 2023. The interviews were
semi-structured and guided by the structure in Table 3.1. Additional prompts were flexibly used
to facilitate an in-depth discussion and to direct participants to expand on relevant topics. A
more comprehensive interview guide, including the consent process, interview preamble, and
potential prompting questions is included in Appendix C. The interview schedule reflected the
structure of the quantitative survey in Chapter 2 (e.g., stressors, coping strategies), seeking to
gain greater depth and context around these topics. Interview lengths ranged from 38 to 67
minutes (M =52.12, SD = 10.28). The audio from the interviews was recorded with the consent
of participants and transcribed using Otter transcription software. Transcripts was manually
reviewed for accuracy by the candidate and amended where necessary. Any identifying
information, such as the participant’s organisation or the location of their crisis helpline centre,
was redacted. Additionally, the participant’s name was replaced with a participant number (e.g.,

Ppt 1).

3.2.4 Data analysis

Reflexive thematic analysis was undertaken to identify and interpret themes, which are
recurring, meaningful patterns in qualitative data (Braun & Clarke, 2006). Reflexivity refers to
the ongoing process of critically examining how the researcher’s own experiences may shape all

stages of the research and is expanded upon in subsection 3.2.5 in relation to the current study:.

Other qualitative approaches were considered but were deemed less appropriate. For example,
content analysis focuses on quantifying the frequency of words or topics to infer their salience
(Krippendorff, 2022). While useful for mapping the prevalence of concepts, it was less suited for
the aims of this study which sought deeper insights into the lived experience of crisis
supporters. Interpretive phenomenological analysis (IPA; Smith, 2011) emphasises detailed
exploration of individual meaning-making, but its strong idiographic focus did not align with
aims of the study. Reflexive analysis, by contrast, allows for the analysis of collective experiences,
while acknowledging individual subjectivity (Braun & Clarke, 2021) making it well suited to

explore the motivations, stressors, coping strategies, and support needs of crisis supporters.
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Table 3.1 Semi-structured interview guide.

Work-based and demographic characteristics

1. Canyou describe your role, including whether you're a volunteer or paid crisis supporter,
how you provide support, and if you work remotely, from an office, or hybrid?

2. How long have you been in your role and how many hours do you work per month?

3. Whatis your age, what gender do you identify as, and what is the highest educational
qualification you have obtained?

Motivations

1. What motivates you to work as a crisis supporter?
2. What aspects of the role do you find rewarding?

Stressors

1. Do you face any stressors or challenges in your role?
a. Optional prompt: can you tell me about the nature of these challenges?

2. Do you find that any interactions with help-seekers will stick with you after your shift?
a. Optional prompt: can you tell me more about these interactions?

Coping strategies

1. How do you cope with stress from your role immediately after a difficult shift? How about
during a distressing interaction?
2. Have you ever used alcohol or other drugs to cope with stress from your role?
a. Optional prompt: What was the circumstance?
3. Does supervision help you cope with stress from your role?
a. Optional prompt: How so?
4. Are there any other ways you cope that are helpful for managing role-related stress?

Support preferences

1. Isthere anything you wish you had available after a stressful shift?
2. Have you ever used, or heard about any effective wellbeing strategies at your organisation?
a. Optional prompt: What were/are they?
3.  What would a successful wellbeing program for crisis supporters look like?
4. How would you prefer to access wellbeing support (for example: app, website, phone calls,
face-to-face, in groups)?
5. Are there any available supports that you don’t find helpful or would like to change?

Closing

1. Isthere anything else about your experience as a crisis supporter you would like to discuss?

Braun and Clarke’s (2006) six-step approach to reflexive thematic analysis was used to code and
synthesise themes from interview data. These steps are 1) build familiarity with the data
through transcription, reading, and note-taking; 2) generate preliminary codes; 3) begin
identifying themes; 4) review themes; 5) finalise and define themes; and 6) write the
manuscript. This approach takes a critical realist/contextualist viewpoint, which proposes that
reality exists independently of human perception, but understanding of it is mediated by an
individual’s social context and culture (Willig & Rogers, 2017). This viewpoint was deemed
appropriate to interpret the individual perspectives of crisis supporters within the broader

context of the organisations and systems that they worked within.
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The first step of the thematic analysis process, also known as immersion, involved the candidate
listening to each interview, reading transcripts, and making preliminary notes. The reviewed
transcripts were then imported into the qualitative software NVivo (Lumivero, 2023), where the
data were coded line by line. The initial codes were informed broadly by the topic of the
interview guide, while additional themes were identified through a more open, iterative process
as the data was explored in depth. The final themes were derived after consultation with the

supervisory team.

3.2.5 Researchers’ positionality and reflexivity

The candidate, who conducted and coded the interviews, volunteered as a crisis supporter for
two years. In undertaking qualitative research, researchers shape findings through an
interpretive process, perceiving data through the lens of their context and experiences (Willig,
2017). During their time in the crisis supporter role, the candidate felt intrinsically rewarded
from the work, encountered a wide variety of callers including those at imminent risk of suicide,
and coped with stress from particularly difficult shifts. These experiences were formative in

developing the candidate’s research interest in crisis supporter wellbeing.

The candidate’s background in crisis support was disclosed to participants, which helped to
establish rapport and a sense of common understanding. However, it also carried the potential
for bias, as participants’ experiences in the role may not align with those of the candidate. To
mitigate this, the candidate remained aware of their positionality and how it could influence the
interview process and the interpretation of data. While familiar with the experiences described,
the candidate sought to remain attentive to each participant’s unique account rather than
overlaying their own. Reflexive practices also involved consultation with the supervisory team
during theme development. In this way, the candidate aimed to balance the advantages of an

insider perspective with awareness of its limitations.

3.3 Results

3.3.1 Participant characteristics

Participants were 15 crisis supporters, with a mean age of 42.5 years, (SD = 15.4). The sample
was predominantly female (11/15) and highly educated, with the majority having completed an
undergraduate or postgraduate degree (14/15). See Table 3.2 for all demographic and work-

based characteristics.
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Most participants were volunteers (9/15), with the remaining participants working in a paid
capacity (6/15). The majority (11/15) conducted crisis support over the phone, with three
working over both chat and phone modalities, and one participant exclusively over chat. Most
(11/15) of the sample worked from a helpline office, 2/15 reported hybrid working
arrangements, and 2/15 worked completely remotely. The mean hours worked per week was
9.1 (§D = 12.71), though this was heavily skewed, with 11/15 of participants working 1-5 hours

per month. Participants ranged from 1 to 15 years of experience in their role (M = 4.20, SD =
4.0).

Table 3.2 Participant characteristics.

Characteristic Descriptive
statistics, n (%)
Gender
Female 11 (73.3)
Male 4 (26.7)
Age (years)
Less than 35 5(33.3)
35-44 5(33.3)
45-54 2(13.3)
=55 3(20.0)
Crisis supporter role status
Paid 6 (40)
Volunteer 9 (60)
Support modality
Telephone 11 (73.3)
Chat 1(6.7)
Both telephone and chat 3(20)
Experience as crisis supporter
Less than 1 year 4 (26.7)
1-2 years 2(13.3)
3-5 years 6 (40)
6 years or more 3(20)
Working arrangements
Only in office 11 (73.3)
Only remote 2(13.3)
Hybrid 2(13.3)
Hours worked per month
1-5 11 (73.3)
6-20 1(6.7)
21-35 3 (20)
Highest qualification
High school 1(6.7)
Undergraduate degree or diploma 10 (66.7)
Postgraduate degree 4 (26.7)
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3.3.2 Thematic analysis

Thematic analysis of the interviews identified six major themes: (1) finding satisfaction in
helping others, (2) sources of stress in the role, (3) costs of caring, (4) coping with the work, (5)
navigating a changed landscape, and (6) support preferences of crisis supporters. The full

structure is outlined in Table 3.3.

Table 3.3 Thematic structure.

Primary themes Subthemes

1. Finding satisfaction in helping 1.1 Altruism

others 1.2 Connection with help-seekers
1.3 Personal growth

2. Sources of stress in the role 2.1 Frequent callers

2.2 Misuse of the service
2.3 Imminently suicidal callers
2.4 Organisational stressors
2.5 Uncertainty
3. Costs of caring 3.1 Empathy-based stress
3.2 Functional impairment
3.3 Moral injury
4. Coping with the work 4.1 Behavioural avoidance
4.2 On-shift emotional regulation and mindfulness
4.3 Off-shift self-care rituals

4.4 Social support

4.5 Shift preparation and completion routine
5. Navigating a changed landscape 5.1 Delivering crisis support over chat

5.2 Working remotely
6. Support preferences of crisis 6.1 Addressing empathy-based stress
supporters 6.2 Varied preferences for wellbeing support

6.3 Promoting connection

3.3.3 Theme 1: Finding satisfaction in helping others

Participants described several aspects of the role where they found satisfaction in helping
others. Although six participants were in paid crisis support roles, monetary rewards did not
feature as a key motivator. Instead, feelings of altruism, connection, and opportunities for

personal growth and development were the key drivers.

3.3.3.1 Subtheme 1.1: Altruism

Altruism was often described as a motivator for undertaking paid or volunteer crisis support
work (11/15). Specifically, participants often emphasised selfless reasons for their ongoing
involvement, for example, ‘to make a difference’ (Ppt 7) or so help-seekers ‘don’t feel alone in the
world’ (Ppt 6). Three crisis supporters described the role as rewarding in the sense that they

were making a tangible difference in someone’s life and four found that crisis support lines were
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effective ways of supporting people. Additionally, some participants felt passionate about
helping people in certain underserved population subgroups, such as young people (4/15) or

men (1/15).

‘1just believe in early intervention, mental health, being able to provide young people and
children a space to talk about their experiences and I just think it's a pivotal time in a

person’s life” (Ppt 1).

3.3.3.2 Subtheme 1.2: Connection with help-seekers

More than half of participants felt rewarded by the depth of connection they feel with people
who contact the line (8/15). One noted that the ‘level of personal connection with a person in
crisis can be quite profound’ It was consistently emphasised that it was not common to converse
with people with such depth in everyday life, and that it was a privilege to be able to have such

intimate connections in their role.

‘No one's ever spoken to me, personally, in my personal life at that level and something I

just went, wow, you know, that's pretty amazing.’ (Ppt 6).

Participants described reasons that they felt intrinsically rewarded by in-depth connections,
including that they were an ‘empath’ or their cultural background prioritised directness and

honesty rather than shallow small talk.

3.3.3.3 Subtheme 1.3: Personal growth

Another rewarding part of the role was the personal growth crisis supporters gained from their
role. Participants (4/15) were appreciative for the counselling and crisis intervention skills they
gained from training. They reported feeling more equipped to support people in their own life
that struggle with mental ill-health or suicidality. These new skills also granted them a sense of
mastery, as one participant reflected ‘I think I'm pretty good at it’ (Ppt 7). Two participants also

reported a sense of purpose gained from crisis support work.

3.3.4 Theme 2: Sources of stress in the role

While there were rewarding aspects of crisis support work, all participants described parts of
the role as stressful. These were exemplified by challenging caller profiles, including frequent
callers, those who misuse the service, and callers at imminent risk of suicide. Factors at the
organisation level also contributed, for example, night shifts or the demand for the helpline
exceeding resources, resulting in callers waiting in a queue. Finally, uncertainty was a through
line of crisis support work, ranging from the unpredictability of caller profiles to lack of

knowledge about the outcome of a call.
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3.3.4.1 Subtheme 2.1: Frequent callers

Frequent callers were discussed by 6/15 participants, who explained that certain people will

call many times during a day and speak at length about the same issues.

‘We have a problem with frequent callers. They are the calls that burn me out and are the

only reason I would ever stop being a crisis supporter.’ (Ppt 11).

Participants acknowledged that frequent callers contacted helplines as an ongoing coping
strategy, or due to loneliness or complex mental health issues, but that it often resulted in
frustration, burnout, or compassion fatigue on their end. Participants felt there was a lack of

organisational policy or training addressing how to manage frequent callers.

‘The training does not really cover how to handle those calls. And they are very exhausting.’

(Ppt 12).

3.3.4.2 Subtheme 2.2: Misuse of the service

Another stressor identified by some participants was the misuse of the service, which included
callers who contact the line for sexually motivated reasons or those who abuse crisis supporters
(5/15). These calls were described as the most challenging component of the role as they
‘blindside’ crisis supporters and leave them feeling violated or demotivated. Female crisis

supporters in particular felt vulnerable to these types of calls.

‘It’s callers presenting with a sexual theme... you’re trying to assess if this is legitimate or
someone misusing the service. Those calls feel violating because you never fully
know...Unfortunately, as a female counsellor, part of me is always on alert when it's a male

caller” (Ppt 15).

Participants described callers who would threaten them, yell at them, or even mock their voice.

A crisis supporter described how this experience was uniquely demotivating:

‘I'm willing to sit with somebody who may want to die... You're prepared to sit in people's

pain, but you're not prepared for abuse and to be manipulated.” (Ppt 11).

3.3.4.3 Subtheme 2.3: Imminently suicidal callers

Another stressful caller presentation reported by participants were those who were at imminent
risk of suicide (6/15). Although participants felt prepared for such calls from training, such calls
were less frequent than expected. High-risk calls were emotionally challenging, particularly

when they ended in a negative outcome.
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‘They said they were intending to go ahead with their suicide. We engaged in a
conversation for over an hour. At the end of that, they hadn't changed their mind.’ (Ppt 6).

Participants (6/15) vividly recalled interactions where callers had already taken steps to end
their own life or were calling from a location where they intended to kill themselves. They
emphasised the intensity and high-stakes nature of these experiences, as well as the close

emotional proximity they had felt as a crisis supporter.

‘[A caller] said she's gonna kill herself by driving a car off the bridge. She's in the car and

you're in the car with her [saying] can you please pull over and she's like, no.” (Ppt 14).

3.3.4.4 Subtheme 2.4: Organisational stressors

Participants (11/15) identified several components of their respective organisations and its
operational aspects which served as stressors. As helplines are often available 24 /7, participants
were sometimes required to complete night shifts which were described as challenging (4/15)
as they disrupted sleep, eating, and social schedules. One participant mentioned that you see
less people, you have to adjust so much because most people work nine to five during the day’ (Ppt
15). Participants also mentioned that later shifts were often busier and featured more high-risk

or complex calls, further adding to the potential stress.

Another organisational stressor was the number of callers waiting in the queue to talk to a crisis
supporter. Participants (4/15) reported feeling anxious from the length of the queue,
particularly during busy shifts, feeling an obligation to help as many people as possible. They
also worried that highly suicidal callers might be waiting and drop out of line before they could
receive support. This tied into stress incurred from long interactions with frequent callers, ‘I've
heard this person’s story seven times...and we might have an imminent [term for high-risk suicidal

caller] waiting in queue’ (Ppt 11).

Participants also mentioned stressors related to ongoing demands of the role (e.g., professional
development requirements, hours to maintain accreditation; 3/15), organisational turnover and
restructures (2/15), and additional duties such as coordinating emergency services or child

support services (2/15).

3.3.4.5 Subtheme 2.5: Uncertainty

Uncertainty was described as an inherent part of the crisis supporter role (7/15). This
presented in two ways: not knowing what to expect on a call and uncertainty about the fate of

the caller after the call ends.
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Participants (3/15) discussed the unpredictability of each call, describing the work as a ‘lucky
dip’ (Ppt 14) where they never know what kind of situation they will face. One participant
described feeling that 'you don’t know what you’re going to get’ (Ppt 8), referring to the risk level

of the caller, their demographics, or their story.

All participants who mentioned uncertainty also described it in relation to the outcome of an
interaction. Once the call ends, crisis supporters rarely know if their intervention had any long-
term impact or if the caller remained safe. The lack of resolution was difficult to cope with,
especially in cases of callers at imminent risk of suicide callers or when they had formed a

connection with the caller.

’He didn't have any hope and was planning to end his life. The emergency services were
called, and I never heard another thing. I assume that they got to him in time. But I don't

know.” (Ppt 6).

3.3.5 Theme 3: Costs of caring

Crisis supporters spoke about several negative impacts of that delivering empathetic support

had on their wellbeing.

3.3.5.1 Subtheme 3.1: Empathy-based stress

Most participants reported times where they had felt adversely affected by providing emotional
support in their role (12/15). Often, this manifested in internalising symptoms, such as lowered
resilience, agitation, and helplessness. Some participants (4/15) described the profound effect
that the sad or bleak situations callers were in would have on them. In some cases, this sadness

and distress manifested as crying during or after a shift (4/15).

‘But if I've had a really difficult [shift], I will cry. That's just the way that I deal with it. So, 1
come off shift and I feel discombobulated...then I'll have a cry about it.” (Ppt 2).

Participants spoke about instances of compassion fatigue or related distress. One participant
noted, 'l had a discussion with a supervisor who was able to help me identify compassion fatigue,
and it was a real turning point for me’ (Ppt 12). Others described feelings of depletion,
exhaustion, or burnout, and some spoke euphemistically about negative effects from helping,
describing calls ‘sitting’ or ‘sticking’ with them, or that they would feel ‘darkness’ after a shift

(Ppts 2, 8,11, 13).

Three participants also described experiencing symptoms of vicarious trauma. Two talked about
vividly recalling distressing calls after they had happened, one from their own account, ‘I would

picture them in my head...play out scenarios in my head’ (Ppt 14), and one from the perspective of
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a student where ‘some of the information they get, gives them a visual picture and she kept on
seeing that in her head’ (Ppt 4). Two participants described being ‘triggered’ on shift when a

help-seeker’s traumatic experience resembled their own (Ppts 14, 5).

There were several commonalities across the reported emotional effects of caring. Several
participants (5/15) noted the additive effect of hearing trauma and supporting people,
specifically that repeated exposure gradually increased the burden on their wellbeing.
Participants (4/15) spoke about having to be proactive with taking breaks or self-care, as ill-
effects, ‘creep up on you’ and are hard to identify. Several crisis supporters (3/15) mentioned
that friends or family members had noticed they were acting differently after shifts, when they

had not noticed any changes in themselves.

3.3.5.2 Subtheme 3.2: Functional impairment

Participants frequently described ways that their crisis support work affected their ability to
function in their role at the crisis line (8/15) or in their personal lives (6/15). Regarding impacts
to their crisis supporter role, four interviewees mentioned having to cancel a shift or leave early
due to distress. Others (2/15) mentioned that there was large turnover of crisis supporters at
the helpline, which may be attributable to distress-related functional impairment,
organisational stressors, or other factors. Paid crisis supporters (2/15) discussed an ‘upper
limit’ of how many hours they could work, around 30 hours a week, before the quality of the
support they were giving drastically reduced. In their personal lives, some felt their capacity to
care for friends or family was reduced (3/15), had trouble sleeping (2/15), driving (1/15), or
engaging with media content that covered heavy topics (1/15).

3.3.5.3 Subtheme 3.4: Moral injury

Two participants described feelings akin to moral injury in helping professionals, whereby a
practitioner knows the appropriate course of action but cannot deliver on this solution due to
resource limitations (Donkers et al., 2021). Specifically, these participants felt a sense of distress

or helplessness when they felt unable to support callers because of systemic barriers.

‘There was another one where help seeker was living remotely and was desperately seeking
support....I was on the phone with this person for maybe 30 or 40 minutes, just going
through every single service...she tried all of them and had been turned away, theyre too

busy...There should have been a solution there...that was quite difficult.” (Ppt 12).
Another participant was affected by a call from a man in an immigration detention facility.

‘He was sort of pleading why he couldn't just be allowed to die, you know, rather than be

detained for years and years. I found that very upsetting because I'm responsible for that.
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We are all responsible as members of the community for what we do to these people.” (Ppt

10).

3.3.6 Theme 4: Coping with the work

Crisis supporters used many coping strategies to deal with distress from their role. These

strategies were varied in their adaptiveness and their effectiveness in alleviating stress.

3.3.6.1 Subtheme 4.1: Behavioural avoidance

Nearly half of the participants (7/15) reported using alcohol to cope with stress related to their
crisis support work, with one reporting cannabis as well. These behaviours, while offering
temporary relief, were acknowledged as maladaptive ways of managing emotional stress related
to the role. Participants described times that they noticed they were drinking from role-related

stress:

T'll have a glass of wine to just destress... you know that's actually not great. But I did find

that my alcohol consumption increased when | first started.” (Ppt 2).

Some participants reporting relying on other avoidant coping behaviours, such as eating, to

alleviate stress after shifts (3/15).

1 felt like I had failed that help seeker. The first thing I did was get in my car and drive to
[fast food outlet] and then ate a lot of really terrible food.” (Ppt 12).

3.3.6.2 Subtheme 4.2: On-shift emotional regulation and mindfulness

Most participants (10/15) also used adaptive coping strategies to manage stress, such as
emotional regulation and mindfulness. Crisis supporters emphasised the importance of
emotional self-awareness (5/15). They spoke about recognising emotional triggers during
difficult calls and allowing themselves to acknowledge these feelings without letting them
interfere with their role. One participant described the process of being ‘honest with myself and

acknowledging distress as a normal reaction to hearing traumatic content (Ppt 15).

Additionally, participants (5/15) discussed the importance of regularly checking in with
themselves to gauge mental readiness. Ongoing self-assessment helped them maintain a balance
between the demands of the role and personal boundaries and allowed them to avoid burnout

while still providing effective support.

Grounding techniques were reported by several participants (5/15), for use when participants
were feeling overwhelmed during a call, such as breathing exercises or sensory anchors like

music or the caller’s voice to ground themselves in the current moment.
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‘I take five seconds to breathe and then continue to focus, [instead of letting] it reach a
point where I'm completely dysregulated and I'm not even hearing what they're saying.’

(Ppt 15).

Lastly, taking breaks were also a key strategy to for participants to mentally reset and prepare
for the next interaction (4/15). Participants described going to get a cup of tea as a way of

physically removing themselves from their workspace and getting some breathing space.

3.3.6.3 Subtheme 4.3: Off-shift self-care rituals

Self-care rituals were an important part of how participants cared for their own wellbeing.
These strategies were diverse and included exercise, watching television, and taking breaks on
shift, but in general the term self-care was used to refer to time that they had set aside purely for

themselves.

Physical exercise as self-care was common (9/15), with participants going to the gym, walking,

or swimming to carve out space for themselves.

‘But what I normally do the next day [after shift] is I'll first thing in the morning I'll go for a
swim. And I find that that sort of like washing it away.” (Ppt 7).

Participants also noted a preference to engage in light-hearted activities with ‘no stakes’ after
shifts, to contrast with their work (8/15). Often this was watching television (7/15), particularly
shows that did not involve heavy emotional themes. Other examples were doing craft (1/15) or

cooking (1/15).

3.3.6.4 Subtheme 4.4: Social support

Most participants (10/15) relied on social support from people in their professional and
personal lives for managing stress after shifts. Casual or incidental debriefing (4/15) was
mentioned as helpful for processing emotions after difficult calls. These interactions differed
from formal supervision in that they were informal chats that happen, often spontaneously,

around call booths or in the kitchen. One participant stated:

‘It's that support network that builds connection, which grounds you to keep on going...

sometimes you just want to chat about things without making it a targeted issue.” (Ppt 8).

Discussing calls with family or friends was a key strategy for resolving emotions after work
(6/15). This was described as particularly helpful if the loved one also worked in a helping
profession as they ‘get it’ (Ppt 1), referring to their ability to relate to stressors and understand
the stakes of interactions. Participants (4/15) also spent quality time with their partner, kids, or

pets to distract themselves from role-related stress and recharge.
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3.3.6.5 Subtheme 4.5: Shift preparation and completion routine

Participants (5/15) spoke about ways that they maintained boundaries between their crisis
support work and personal lives. Often these were ritualised start-of-shift or end-of-shift
routines. For example, signing onto the call system was a literal and symbolic start to the shift

for some (2/15), where they needed to be mentally primed for interactions.

‘There's a preparedness that you need to have and you don't know what you're gonna get

when you pick up that phone. So, when you click ready, you need to be ready for anything.’

Other participants (2/15) used their commutes to bookend their shift. The commute home was
seen as therapeutic time where crisis supporters could ‘let go’ of stress from the day or night of

calls. A participant described their before shift routine:

At the core of our role is active listening, you can't have your mind thinking about work or
anything else really. It takes a proactive approach to really try to shift into that space and
getready... I always take a breath when I parked my car and take that moment of relief
before I go upstairs.’ (Ppt 8).

3.3.7 Theme 5: Navigating a changed landscape

Participants discussed new trends that have emerged in crisis support work in recent years,
specifically the move to chat-based services and working remotely. Remote and online work was
widespread during the COVID-19 pandemic and participants described varied working
arrangements that they had in their organisations, many of which have remained after the

pandemic.

3.3.7.1 Subtheme 5.1: Delivering crisis support over chat

In the sample of 15 participants, one delivered support exclusively via chat, three delivered both
telephone and chat-based support (see Table 3.2), and the remaining worked only over
telephone. Of the three who used both modalities, one primarily used chat, one primarily used

telephone, and the other used both equally.

Participants (2/4 that delivered support over chat) noted that chat-based services were
especially popular among young people who preferred communicating by typing, or by people

who struggled to make telephone calls (e.g., due to social anxiety).

‘Young people are more attracted to the digital, rather than the voice. In fact, many of them

say they don't want to talk. They just want to text.” (Ppt 6).
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Chat-based services, however, can also present challenges for the crisis worker. A crisis
supporter mentioned that they find it harder to connect with callers over chat than speaking on
the phone. In addition, participants (2/4) felt that chat-based services received help-seekers
who had a higher severity of suicide risk compared to telephone-based services, thus having
higher exposure to potentially traumatic content. A participant who had spent a significant

amount of time across both modalities said:
‘Web has got more risk, generally... people [saying], "l might kill myself tonight.’ (Ppt 14).

3.3.7.2 Subtheme 5.2: Working remotely

In terms of the current working arrangements of this sample, two worked only remotely, two
had hybrid arrangements, and eleven worked only in-person at the helpline office. However,
several participants (7/15) had delivered crisis support remotely during the pandemic and

referenced this period in interviews.

While remote work brought some benefits, there were also negative effects that were
experienced. One participant mentioning that remote work allowed for more flexibility, while
others (5/7) reported feelings of isolation. Participants felt that they missed out on the in-
person connection and informal debriefing opportunities that came with a helpline office

setting.

‘I hate working from home because I did it for [crisis helpline] for like one year and a half

and that sucked because 1 felt so isolated.” (Ppt 14).

Moreover, the lack of separation between crisis support work and home life was a significant
challenge for those working remotely, with participants (3/7) struggling to maintain boundaries
due to the lack of physical separation between crisis support work and home life, which links to

the work boundaries and hygiene topic.

‘You have to make sure you have a private space. If you don't, it’s your bedroom, which is

not a good degree of separation.’ (Ppt 1).

‘1 would never bring [crisis helpline] home. Part of the psychological dissociation from that
work is that I go and do it there... leave it behind. That's quite good for my own mental

health separation.’ (Ppt 10).

3.3.8 Theme 6: Support preferences of crisis supporters

Crisis supporters described ways they would want to be supported in their role, as well as how

they would want to access these supports.
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3.3.8.1 Subtheme 6.1: Addressing empathy-based stress

Most participants (11/15) felt that they had limited knowledge about potential adverse effects
of the work, such as compassion fatigue and vicarious trauma. About half (6/15) noted that
these concepts had been discussed in initial training but were not an ongoing part of
supervision or professional development, as one participant said, ‘it’s probably something that
just doesn’t get talked about enough’ (Ppt 12). Participants (4/15) identified that education
about compassion fatigue and vicarious trauma could help to inform them about symptoms, risk

factors, and prevention strategies.

Two participants also mentioned that screening or wellbeing checks could help identify at-risk
crisis supporters. However, they also expressed concerns about the potential implications of
disclosing symptoms, including fears of confidentiality being breached and resultant
consequences to their employment or shift roster. Another suggestion (2/15) was a system that
facilitates rotation for burned out crisis supporters, to allow them necessary breaks from the
work. One participant cited the example of responders in disaster scenarios, where workers

could request to be replaced if they were not coping.

3.3.8.2 Subtheme 6.2: Varied preferences for wellbeing support

Participants expressed varied preferences in how they would want to access support and
resources to promote their own wellbeing. Notably, 6/15 indicated that crisis supporters are a
heterogeneous population consisting of people from wide-ranging demographics, from
university students to retirees, and they have varied preferences which need to be considered.
Other participants were able to identify modalities that might be suitable for addressing
compassion fatigue and vicarious trauma in the broader crisis supporter population, such as

professional development seminars (3/15), or group supervision (1/15).

Around half of participants (7/15) found module-based learning challenging, reporting that the

information does not ‘sink in’, or that they are fatiguing to complete.

‘By the end of [the modules], I was just clicking through to be done with it. One thing that
I've gotten a lot out of is different workshops that that I've attended in the last three
months.” (Ppt 5).

Conversely, four participants praised online learning, including module-based resources, when it
was well-designed, prompted user engagement, or aesthetically pleasing. One participant

shared:

‘1like the digital modality... taking it in bite sized chunks and I'm able to potentially even

reference back to it later if I notice things coming up.’ (Ppt 15).
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3.3.8.3 Subtheme 6.3: Promoting connection

Most crisis supporters (9/15) expressed a want for more connection with their colleagues.
Social contact with peers was described as ‘connecting with like-minded individuals’ and a ‘great
joy' (Ppt 10). The establishment of a support network, casual debriefs, and shared feelings of

solidarity were viewed a protective against the potential negative impacts of the role.

Participants (8/15) suggested multiple strategies to increase connection among crisis
supporters. These included connection groups (3/15), to serve as an opportunity to bond over a
non-work activity (e.g., craft). This contrasts with group supervision, where crisis supporters
discuss work-related topics, such as counselling skills. Another strategy loosely described by
three participants, was an online platform that could connect crisis supporters around the
country who might be working alone on a night shift or at an isolated helpline centre. Finally,
other participants (3/15) felt that strong efforts should be made to facilitate connection

between crisis supporters who may work remotely all or most of the time.

3.4 Discussion

This study explored the wellbeing of crisis supporters, seeking to understand commonalities of
the experience of the role by using qualitative methods. Interviews also sought to understand
preferences of crisis supporters in seeking support for their own wellbeing. The results
identified several overarching, and interrelated themes, including motivations and stressors,
which had resultant effects on wellbeing. To cope with such stressors, crisis supporters used
various strategies before, during, and after shifts, and some avoidant coping was reported.
Additionally, emerging trends in crisis support such as chat-based services and remote work
presented unique challenges and opportunities for the workforce. Finally, crisis supporters

suggested several strategies for wellbeing supports.

3.4.1 Satisfaction and stressors in the role

Several rewarding aspects reported from helping others through crisis work likely contributed
to the high levels of compassion satisfaction identified in Chapter 2. Consistent with existing
literature, the findings of this study identified altruism and personal growth as key sources of
satisfaction and motivation for individuals in crisis support roles (Aguirre & Bolton, 2013;
Kitchingman et al., 2024; Sundram et al., 2018). However, less research has explored another
subtheme that emerged in this study, the rewarding nature of the deep, intimate connections
formed with help-seekers, which were described as one of the most fulfilling aspects of their

work.
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As expected, stressors were a salient part of the crisis supporter experience. Sources of stress
included challenging caller profiles such as abusive, sexually-motivated, and frequent callers,
echoing quantitative findings from Chapter 1, as well as findings from previous research (Pirkis
etal, 2016; Vattge et al., 2020; Willems et al., 2021). Other challenges were organisational-
based stressors, including shift work. Crisis lines are often 24-hour services, meaning some
workers are scheduled to work nights, putting them at increased risk of mental and physical ill-
health (Moreno et al,, 2019). The current study adds to the literature by highlighting uncertainty
as a stressor, which has not been extensively discussed in previous work. Uncertainty is inherent
to the work, as crisis supporters often do not know the outcome of high stakes interactions and
are unable to anticipate the nature of the next call. Stressors were intertwined with another
overarching theme, the impact of stressors on wellbeing, which will be expanded later in this

discussion.

In summary of these themes, it would stand to reason that the rewarding parts of crisis support
work must outweigh the stressors for crisis supporters to remain in their role. This is
particularly the case for the significant proportion who are unpaid volunteers (59.2% of the
Chapter 2 sample). Crisis support organisations have high turnover rates, with Yanay and Yanay
(2008) reporting dropout rates of up to 50% at critical junctures, including immediately post-
training and after one year of volunteering. Such high attrition of crisis supporters is costly,
given the time and labour spend of training programs, which can exceed 150 hours of
supervised shifts and training (Gilmore et al., 2022). Strategies that amplify rewarding parts of

the role, and mitigate the effect of stressors, may be central to retention of crisis supporters.

3.4.2 The costs of caring

Various impacts of stressors on wellbeing were described, which mapped onto empathy-based
stress, functional impairment and moral injury. These findings are consistent with the survey
data examined in Chapter 2, where subgroups of crisis supporters reported high levels of
psychological distress (30.5%) and compassion fatigue (20.1%). They also support broader
literature that asserts that crisis support work can result in adverse effects to wellbeing
(Kitchingman et al., 2018b; Willems et al., 2020). Some evidence of moral injury was observed,
which has predominantly been researched in military populations (Donkers et al,, 2021),

suggesting that the concept may warrant further investigation in the current population.

The interviews also provided evidence of functional impairment resulting from work-related
distress. Consistent with Kitchingman et al.'s (2017) quantitative findings, participants reported
negative impacts on both their work and personal lives. In the present study, almost a third of

crisis supporters reported instances of absenteeism (cancelling a shift or leaving early) or
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presenteeism (impaired functioning at work) due to distress. This proportion is numerically
similar to the subgroup reporting high levels of psychological distress and compassion fatigue in
the survey sample (Chapter 2). As has been demonstrated in a large, longitudinal sample of
Australian working adults, psychological distress and subsequent functional impairment can
have deleterious financial and operational consequences for organisations (Keramat et al.,

2025).

3.4.3 Coping

Consistent with findings from Chapter 2 and prior research (Dunkley & Whelan, 2006; Kaur,
2021; Roche & Ogden, 2017), coping strategies played a central role in supporting wellbeing.
Crisis supporters described a range of strategies that were perceived as effective in helping to
manage stressors. These strategies broadly aligned with problem-focused (e.g., maintaining
boundaries between work and personal life, debriefing) or emotion-focused efforts (e.g.,
emotional regulation, self-care rituals). In practice, strategies often overlapped, reflecting
evidence that coping responses may straddle multiple categories depending on context

(Bonanno & Burton, 2013).

Social support was another coping resource. Debriefing or connecting with peers, friends, or
family was reported as helpful, consistent with evidence that perceived social support is related
to reduced burnout and increased compassion satisfaction (Donnellan et al., 2023; Spafford et
al,, 2023). Evidence supports the notion that peer connection is an important existing resource

that organisations should actively nurture within the work environment.

In contrast to these approaches, crisis supporters also reported avoidant coping. When
prompted, nearly half the sample (7/15) described using alcohol, and one reported cannabis
use, to manage role-related stress. This is the first qualitative study to document substance use
as a coping strategy among crisis supporters, contextualising prior work that has found
associations between avoidant coping and poorer wellbeing in this population (Kitchingman et

al,, 2018a; Roche & Ogden, 2017).

3.4.4 Navigating a changed landscape

This study provides novel qualitative insights into how emerging trends in crisis support,
specifically chat-based services and remote work, influence the lived experience of crisis
supporters. Consistent with prior research (Williams et al., 2021), participants noted that chat-
based services are predominantly accessed by young people. Notably, both dual-modality crisis
supporters in the present study perceived greater exposure to suicidal help-seekers over chat

than by phone, in accordance with studies of service use data (Gould et al., 2013, 2021). These
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findings suggest that delivering chat-based support may be a distinct experience, potentially
involving greater exposure to trauma, albeit over a more emotionally distant medium. Prior
research indicates that suicide exposure in crisis supporters is associated with anxiety and
depression (Aldrich & Cerel, 2020), which may help to explain the higher psychological distress

observed among chat-based crisis supporters in Chapter 2.

Remote work was also discussed by seven participants who worked remotely during the
pandemic. Four continued to do so partially or entirely. While some valued the flexibility, most
described feelings of isolation, loss of informal peer interactions, and blurred boundaries
between work and home. These findings are consistent with qualitative (Cooney & McCashin,
2023) and quantitative studies (Willems et al.,, 2021), which found that remote work was related
to isolation and intention to leave. They also provide context to the findings from Chapter 2 that
remote work was associated with increased compassion fatigue. Given the persistence of hybrid
and remote models of work, organisation will need to actively counteract risks of isolation, such

as using video calls for scheduled supervision or connecting with peers.

Together, these findings suggest that the experience of the crisis support role is evolving in ways
that may intensify existing stressors while also creating new ones. Organisational responses

must adapt accordingly to support the wellbeing of crisis supporters in a changing landscape.

3.4.5 Support needs and preferences

A novel contribution of this study was documenting crisis supporters’ suggestions for preferred
forms of wellbeing support. Several suggested that psychoeducation regarding compassion
fatigue and vicarious trauma would be beneficial, and the majority felt they had limited
knowledge of these concepts. Considering the consensus in the literature that empathy-based
stress is a risk of crisis support work (Kitchingman et al., 2018b; Willems et al., 2020), alongside
the 20.2% of crisis supporters falling in the high category of compassion fatigue in Chapter 2,
this is concerning. The WHO guidelines on mental health at work (2022) emphasise that
psychoeducation can improve mental health literacy, yet there is very little evidence that it
improves wellbeing outcomes. However, the guidelines note there is no evidence of harms from

psychoeducation, and as such, it may have value as an adjunct intervention.

Crisis supporters themselves noted the diversity of their workforce and support needs, aligning
with the heterogeneity of sample characteristics observed in Chapter 2 (e.g., age ranged from
20-86, 59.2% volunteers and 40.8% paid staff). Reflecting this, there were mixed perceptions of
certain modes of delivery. Some participants described online learning as fatiguing, yet user-

friendly digital resources were viewed positively. This is consistent with broader evidence that
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engagement with online mental health interventions is often undermined by poor design,
whereas those that show strong usability have higher uptake (Lipschitz et al., 2023).
Accordingly, interventions for crisis supporters should be developed with attention to both the

diversity of the workforce and the user experience, ensuring that no subgroups are overlooked.

Finally, most participants suggested initiatives to increase connection with peers. Evidence
among crisis support populations shows that perceived peer support is associated with
increased compassion satisfaction and lower burnout (Donnellan et al., 2023; Spafford et al.,
2023). This echoes earlier themes on the importance of social support for coping, as well as the
challenges of isolation when working remotely. A novel suggestion was a dedicated online
platform to connect crisis supporters, which parallels an initiative suggested in an Appreciative
Inquiry-guided co-design process aiming to reduce distress among healthcare workers (Jelen et
al,, 2024). More broadly, a systematic review of peer support programs found preliminary
evidence for improvements in wellbeing in emergency services and healthcare workers
(Anderson et al., 2020). Social support is clearly valued by crisis supporters and organisations

should consider implementing initiatives to formalise this existing resource.

3.4.6 Strengths and limitations

A strength of the study was the inclusion of crisis supporters from two organisations with
distinct service models, one predominantly volunteer-based and one staffed by paid employees.
This diversity strengthens the relevance of the findings beyond a single organisational context.
Another strength is in the analytic approach; this is the first study to use thematic analysis to
investigate crisis supporter wellbeing. The method allowed for both an exploration of collective
experiences in the role, but also attention to individual subjectivity. In the same vein, the
researcher’s lived experience as a crisis supporter conferred advantages. It likely facilitated
rapport with participants and imparted subject matter expertise in insider terminology (e.g.,

slang, jargon, acronyms).

There were also several limitations. Self-selection processes introduced the potential for
selection bias, for example those who took part may have had a particular interest in workplace
mental health or wellbeing. In addition, although the study drew valuable insights into the
changing landscape of crisis support, the sample comprised of relatively few crisis supporters
practicing chat-based support and current remote workers. Given the distinct challenges
reported by these groups, future research should aim for greater representation, for further

investigation of their experiences.
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3.4.7 Conclusion

In sum, this study makes a significant contribution to the limited field of qualitative crisis
supporter wellbeing research. It represents the first application of reflexive thematic analysis,
and complements the quantitative research conducted in Chapter 2 with an in-depth
exploration of the satisfying and challenging aspects of the crisis supporter role. Findings
showed that while altruism, personal growth, and human connection may underpin compassion
satisfaction, crisis supporters experienced that work-based or organisational challenges
negatively affected wellbeing. It also identified varied positive coping strategies, as well as
observing avoidant strategies including the first reports of substance use to cope in crisis

supporters.

Importantly, crisis supporters articulated what preferred supports would look like, calling for
psychoeducation about empathy-based stress, multifaceted interventions to support diverse
needs, and opportunities for connection with peers. In relation to the Appreciative Inquiry
framework, these findings contribute to the Discover phase by deepening understanding of
experiences in the work and existing strengths, particularly successful ways of coping. Further,
the investigation of crisis supporters’ preferences for support informs the Dream phase by
providing insights into their perceptions of ideal supports. By centring the perspectives of those
in the role, this study provides guidance for the development of wellbeing interventions. The
next chapter builds on these novel insights by systematically reviewing the evidence base for

wellbeing interventions in crisis supporters and comparable helping professionals.
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Chapter 4

Wellbeing interventions for crisis supporters and

comparable roles: A systematic review and meta-analysis

Abstract

Background: Crisis supporters frequently provide empathetic care and are exposed to traumatic
content through their work, placing them at risk of negative impacts to their wellbeing.
However, no evidence-based wellbeing interventions have been developed or evaluated for this
workforce. This systematic review and meta-analysis aimed to synthesise evidence on the
efficacy of wellbeing interventions for crisis supporters and comparable professions, specifically
social workers and counsellors, who provide counselling to people in mental health crises.
Method: Following PRISMA guidelines, searches of PsycINFO, MEDLINE, Embase, and Scopus
were conducted from inception to April 2023. Eligible studies evaluated interventions designed
to improve the wellbeing of workers delivering counselling to people in crisis. Thirteen studies
met inclusion criteria, and data from six controlled studies were pooled in meta-analyses.
Results: Interventions predominantly targeted social workers (n = 11) and none focused on
crisis supporters. Over half were mindfulness-based (n = 7), while other programs were based
on Acceptance and Commitment Therapy (ACT; n = 2), psychoeducation (n = 2) and one each
evaluated art therapy and an online community. Meta-analyses showed significant moderate
effects in reducing stress (g = -0.62) and burnout (g = -0.46), with no difference between online
and in-person delivery. Conclusion: Wellbeing interventions, particularly those based on
mindfulness and ACT, show promise for improving wellbeing in roles providing counselling to
people in crisis. However, the evidence base remains limited by methodological weaknesses and
the absence of interventions tailored for crisis supporters. These findings highlight the need for
the development and rigorous evaluation of targeted, context-specific wellbeing programs for

this workforce.
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4.1 Introduction

Crisis supporters play a vital role in supporting people experiencing mental health crises
(Aldrich & Cerel, 2020) characterised as sudden periods of acute distress where a person
experiences intense negative emotions and can have thoughts of suicide or self-harm (Hawton,
2007). In responding to mental health crises, crisis supporters assess risk, practice active
listening, and aim to promote coping strategies (Tripathi et al., 2023). While this work is often
deeply rewarding, it is inherently high stakes and presents two salient challenges to wellbeing
central to this chapter: i) exposure to traumatic content and ii) sustained empathetic

engagement.

Supporting people in crisis involves close proximity to life-or-death circumstances, where
workers may encounter traumatic content while having limited control over the outcome. In
fact, almost one in ten callers have already taken steps to harm or Kkill themselves (Gould et al.,
2007). Concerningly, research reports that 31% of crisis supporters have been exposed to a
death by suicide in their role, an experience associated with symptoms of depression, anxiety,

and PTSD (Aldrich & Cerel, 2020).

In addition to exposure to traumatic content, providing empathetic care to others in a
professional capacity can have adverse effects for the person providing the support (Bride et al.,
2007). This may be particularly true for more urgent or intense interactions, with research
showing that the urgency of a call is strongly associated with self-reported in-shift stress among
crisis supporters (Mishara & Giroux, 1993). In qualitative research, counsellors have similarly
described working with clients in crisis as more draining or exhausting compared to clients who

are not experiencing a crisis (Carrick, 2014).

As described in Chapter 1, the consequences of providing empathetic care can manifest in
multiple ways, collectively referred to as empathy-based stress. Compassion fatigue is one such
manifestation that has been widely documented among crisis supporters (Donnellan et al.,
2023; Dunkley & Whelan, 2006; O’Sullivan & Whelan, 2011; L. Zhang et al,, 2021). As outlined in
Chapter 2, 20.1% of a diverse sample of crisis supporters (n = 422) reported high compassion
fatigue and 30.5% reported high or very high psychological distress—a rate three times higher
than the general population (Slade et al., 2011). While this survey was cross-sectional, and
cannot establish causation, the qualitative study in Chapter 3 provided complementary
evidence, with crisis supporters describing distress, compassion fatigue, and vicarious trauma
from their role. Further, longitudinal research supports these findings by identifying links
between crisis support work and psychological distress (Kitchingman et al., 2018¢; Mishara &

Giroux, 1993). Other research has reported on symptoms of vicarious trauma (Dunkley &
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Whelan, 2006; Hawgood et al., 2022) and burnout (0’Sullivan & Whelan, 2011; Roche & Ogden,
2017) in this population. As such, those supporting people in crisis may be at elevated risk of

several adverse wellbeing-related outcomes.

In response to these challenges, there is a need for initiatives that promote the wellbeing of
crisis supporters. Within the Appreciative Inquiry framework, this chapter contributes to the
Discover phase by examining which interventions may hold promise for supporting crisis
supporter wellbeing. However, research on the development and evaluation of such
interventions remains scarce. While some studies have made recommendations for strategies to
support crisis supporters, including debriefing (Kinzel & Nanson, 2000; Vattge et al., 2020),
psychoeducation (Gilmore et al., 2022; Stamm, 2015), supervision (Stamm, 2015; L. Zhang et al.,
2021), and mindfulness (L. Zhang et al., 2021), none have been evaluated within these
populations. Without formal evaluation, it is unclear how effective these approaches are in

practice.

In the absence of evidence-based interventions for crisis supporters, interventions that are
effective in improving the wellbeing of other helping professionals may provide insights. Several
existing reviews are relevant (Bercier & Maynard, 2015; Kim et al,, 2021; Lipsa et al.,, 2024).
Lipsa and colleagues (2024) conducted a systematic review and meta-analysis of interventions
targeting compassion fatigue among helping professionals, identifying 82 studies primarily
conducted with nurses and other healthcare workers. The findings of 11 RCTs were synthesised
in a meta-analysis with effects reported as the standardised mean difference (SMD). The pooled
effect indicated that interventions targeting compassion fatigue demonstrated greater efficacy in
reducing compassion fatigue compared to the control conditions (SMD = -0.95). Online
interventions, which included self-guided audio, mobile applications, daily motivational texts,
and online module-based learning, were particularly effective (n = 5; SMD = -1.22). A limitation
of this review was the lack of detail regarding comparator conditions (e.g., whether controls
consisted of no intervention, waitlist, or active comparators), which limits the ability to interpret

the relative efficacy of interventions.

Kim and colleagues' (2021) scoping review synthesised evidence for vicarious trauma
interventions for professionals who work with people who have experienced trauma. Twenty-
seven studies were reviewed, including approaches such as mindfulness programs,
psychoeducation, and art and recreation programs. The authors reported that these
interventions were generally effective in reducing key outcomes, including compassion fatigue
and secondary traumatic stress, regardless of intervention type. However, the lack of a meta-
analysis limited the strength of conclusions. A further limitation was the narrow scope relating

to outcomes, with studies only included if interventions targeted vicarious trauma. However, as
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is evident from the literature review in Chapter 1 and the results of the survey and interviews
presented in Chapters 2 and 3, respectively, a wide range of wellbeing outcomes are relevant to
crisis supporters and comparable roles, including, but not limited to compassion satisfaction,
psychological distress, and substance use. Regardless, the findings of Lipsa et al. (2024) and Kim
etal’s (2021) reviews suggest that targeted interventions, especially when delivered online,

have the potential to meaningfully reduce empathy-based stress among helping professionals.

Overwhelmingly, reviews of empathy-based stress have synthesised evidence related to helping
professionals working in physical health contexts, rather than mental health contexts. In Lipsa et
al's (2024) research, 14.6% of reviewed studies (12/82) included mental health professionals,
and in Kim et al.'s (2021) review only 3.7% (1/27) did so. Even in these cases, samples were
heterogeneous, including other health and administration staff. Contrastingly, Bercier and
Maynard (2015) conducted a scoping review of empathy-based stress interventions for mental
health professionals, finding no eligible studies. Although their search was conducted in 2012,
these findings are indicative of the wider field of evidence. However, as all three reviews focused
their inclusion on interventions targeting empathy-based stress outcomes, they may have

excluded studies that assessed broader wellbeing outcomes among mental health professionals.

Given the overall paucity of research on wellbeing interventions for crisis supporters, the
present review takes a broader perspective, drawing insights from comparable mental health
professions. Accordingly, it synthesises evidence, and where possible undertakes meta-analyses,
on the efficacy of interventions aiming to promote wellbeing in roles that provide counselling to
people in crisis. Wellbeing is defined by both positive and negative contributors to psychological,
emotional, and social health (e.g., compassion satisfaction, compassion fatigue, psychological

distress, substance use).
The research questions are as follows:

i) To what extent have wellbeing interventions been evaluated in the literature to support
those who provide counselling to people in mental health crisis, in particular, crisis
supporters?

ii) What s the efficacy of wellbeing interventions for roles who provide counselling to people
in mental health crisis in improving wellbeing?

iii) What factors are associated with intervention efficacy, including therapeutic approach and

delivery modality (i.e., in-person, online)?
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4.2 Method

This systematic review and meta-analysis adhered to the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) guidelines (see Appendix D). The review was
prospectively registered with the International Prospective Register of Systematic Reviews

(PROSPERO; registration number: CRD42023422224).

4.2.1 Search strategy

Searches of four electronic databases were conducted: PsycINFO, MEDLINE, Embase, and Scopus
from inception to April 2023. The search strategy included Medical Subject Headings (MeSH)
terms, adapted for the conventions of each database, and keywords (for full strategy, see
Appendix E). Wildcard characters (e.g., using “?” to replace a single character, such as
“self?care” to include both “self-care” and “self care”) and truncation symbols (e.g., using
“counsel*” to include “counselor” and “counselling”) were employed to ensure keywords
captured alternate spellings and derived words. No language restrictions were placed on the

search.

Search terms specified the inclusion of three concepts:

” o«

1. occupations that provide counselling to people in crisis (e.g., “crisis supporters”, “social

» o«

workers”, “counsellors”); and
2. wellbeing outcomes (e.g., “stress”, “anxiety”, “compassion fatigue”, “alcohol”, “compassion
satisfaction”); and

» o« » o«

3. study design (e.g., “efficacy”, “effectiveness”, “randomised controlled trial”).

4.2.2 Inclusion and exclusion criteria

Peer-reviewed studies were eligible for inclusion if they met the following criteria: i)
participants were paid employees or volunteers who provide counselling to people in mental
health crisis, including crisis supporters, social workers, and counsellors; ii) the study evaluated
an intervention aimed to enhance employee or volunteer wellbeing; and iii) the study design

was an RCT, quasi-experimental study, or single group pre-post design.

Studies were excluded if: i) they were cross-sectional or qualitative research, commentaries,
protocols, or conference papers; ii) participants were students or trainees; iii) participants were
under 18 years old; iv) participants were healthcare professionals primarily providing physical
care (e.g., nurses, physicians); or v) participants were in roles that differed substantially from

crisis supporters (e.g., psychologists, psychiatrists).
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Samples including psychologists and psychiatrists were excluded as these professions operate
within distinct regulatory frameworks (e.g., Australian Health Practitioner Regulation Agency
[AHPRA] in Australia) that mandate rigorous training, supervision, and professional
development requirements. In contrast, crisis supporters are largely volunteers who complete
short, specialised training programs (Gilmore et al., 2022). Given these organisational
distinctions, psychologists and psychiatrists were not considered comparable to crisis

supporters.

4.2.3 Screening and extraction

Covidence, a web-based systematic review tool, was used to facilitate the screening of studies
and data extraction. Papers were imported into the software and duplicates were removed. In
the title and abstract stage, the candidate screened all studies, and a second reviewer
independently screened a random 50% subset of the studies. The candidate and second
reviewer independently conducted full-text screening and disagreements were resolved through
discussion with the wider study team. Cohen’s Kappa indicated that inter-rater agreement was
weak for title and abstract screening (k = 0.49) and strong for full-text screening (k = 0.87),
using McHugh's (2012) interpretation. The weaker agreement at the title and abstract stage
reflected discrepancies in the use of the screening software’s “maybe” option. One reviewer used
this option liberally in place of “exclude”, which the software coded as an “include” when
calculating inter-rater reliability. This inflated the apparent disagreement rate, but in practice it
meant that more studies progressed to full-text screening, where studies were reevaluated by

both reviewers.

The candidate extracted data from the included papers using a customised template in the
Covidence extraction tool. The data for extraction was as follows: study authors, year of
publication, study design, study aims, location of data collection, sample size, participant
demographic characteristics (age, gender), participant workplace characteristics (role, hours
per week, experience in role), details of the intervention (type of intervention, duration, number
of sessions, delivery modality, setting, program facilitator), details of the control condition (if

applicable).

Relating to results, the analysis plan, timepoints of measurements, and results pertaining to
wellbeing outcomes were also extracted, including stress, burnout, compassion fatigue,
psychological distress, vicarious trauma, negative affect (e.g., depression, worry, anxiety), and
satisfaction. For each variable, information on measurement instrument, group means and

standard deviations at each time point, as well as effect sizes (e.g., Cohen’s d), and other test
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statistics (e.g., E p values) were extracted. After the extraction phase was completed in

Covidence, the data were exported to Excel.

4.2.4 Quality assessment

The quality of included papers was assessed with a modified version (Korakakis et al., 2018) of
the Downs and Black Quality Index (1998). This checklist comprises 27 items and evaluates
quality in relation to five dimensions: reporting, external validity, internal validity (bias),
internal validity (confounding), and statistical power. All items were scored as 0 (‘No’ or ‘Unable
to determine’), 1 (‘Yes’), except for Question 5 which was scored 0 (‘No’), 1 (‘Partially’), or 2
(‘Yes’). Each study'’s total score was categorised as ‘poor’ (<14), ‘fair’ (15-19), ‘good’ (20-25), or
‘excellent’ (26-28). The candidate and a second reviewer independently rated each study, and

conflicts were resolved by conversation between the reviewers.

4.2.5 Evidence synthesis

A narrative synthesis, and where possible a meta-analysis, was used to address the research
questions. The intervention details are described, grouped by therapeutic approach. Preliminary
efficacy findings from uncontrolled (single-group pre-post) studies are then presented, followed
by efficacy results from studies with a control group (RCTs and quasi-experimental studies).
Effect sizes (e.g., Cohen’s d, Hedges’ g) were interpreted according to established guidelines,

with small (d = 0.2), medium (d = 0.5), and large (d = 0.8) effects (Sawilowsky, 2009).

Only studies with a control group were included in the meta-analysis for two reasons: i) as effect
sizes from uncontrolled studies (based on within-group pre-post change) are not directly
comparable to those from controlled designs (based on between-group differences) and ii)
because controlled studies provide higher-quality evidence than uncontrolled studies, as they
estimate the specific effect of the intervention relative to a comparator, rather than natural

change over time (Hedges & Olkin, 1985).

4.2.6 Meta-analysis

Effect sizes were calculated for each controlled study using Hedges’ g, a modified standard mean
difference that includes a correction for small sample sizes (Hedges & Olkin, 1985). This statistic
was appropriate as some included studies had small samples (e.g., n's < 25; Gregory, 2015;
Rabin et al,, 2000; Trammel et al., 2021) and was calculated using the metafor package
(Viechtbauer, 2010) in R (version 4.3.1; R Core Team, 2023).

Hedges’ g was computed as follows using the escalc function:
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where M; and M; are the group means at post-test and SD, is the pooled standard deviation

calculated as:

(n; — 1)SD? + (n, — 1)SD3
SDp =
ng+n,—2

Here ni and n; represent the sample sizes of each group and SD1 and SD; the standard deviations
of each group at post-test. For studies where means, standard deviations, standard errors, or
sample sizes were not reported, the missing information was requested from study authors via
email. To account for variability in the true effect size between studies, a random-effects meta-
analysis was conducted to estimate the pooled effect size using the metafor package in R (R Core
Team, 2023; Viechtbauer, 2010). This analysis used the restricted maximum-likelihood (REML)
estimator to account for between-study variance. Significance was determined via a p-value of <

.05.

4.3 Results

After removing duplicates, the search returned 8,090 articles (see Figure 4.1). During the title
and abstract stage, 8,022 articles were excluded, resulting in 68 articles advancing to full-text
review. Of these, 55 studies were excluded, primarily because the samples did not consist of the
target population (see Figure 4.1 for more detail on exclusion reasons), leaving 13 studies

eligible for inclusion in the review.

4.3.1 Study characteristics

Table 4.1 summarises the characteristics of the 13 included studies, including study design,
participant characteristics, intervention description, statistical results, and quality assessment.
The studies have been numbered from 1-13 in Table 4.1 and will be referenced by their study
number in this results section. Of the studies, six were RCTs (1, 3, 6-9), four were single-group
pre-post study designs (4, 11-13), and three were quasi-experimental (2, 5, 10). Nine studies
included control groups (1-3, 5-10) while the remaining four did not (4, 11-13). Regarding
geographical location, six studies were based in the U.S. (2, 3, 7, 11-13), three in the U.K. (4-6),
one each in Sweden (1), Turkey (8), and Israel (10), and one sampled broadly across Asia and

Africa (9).
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Sample sizes at baseline varied significantly across studies, ranging from 11 (2) to 282 (9). Most
studies reported follow-up rates of 70% or more, but rates ranged from 36.5% (7) to 100% (2,
11). Follow-up was predominantly conducted once at the conclusion of the intervention
program, but four studies measured outcomes at later dates, such as 2 months (6-8) or 3
months (3) post-intervention. Although no date restrictions were imposed on the search

strategy, all studies were published between 2000 and 2023.

Figure 4.1 PRISMA flow diagram of study selection.
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Table 4.1 Characteristics of studies evaluating the efficacy of wellbeing interventions for roles who provide counselling to people in crisis.

Participant
characteristics
Study & Sample Study Intervention and control  Outcomes Analysis and findings Quality
study design (n) population description evaluated
& country
(1) Brinkborg Baseline: Social Intervention group: Stress (PSS) Between-group analysis showed that Fair
2011 106 workers, Received 4 x 3-hour compared to waitlist control, ACT was
Sweden workshops based on Burnout (MBI) favourable in improving stress F(1, 103)
RCT 2-week Acceptance and =12.88,p=.001,d=0.72 (95% CI [0.30,
follow-up: Commitment Therapy Psychological 1.13]), burnout (F(1,103) =15.3,p <
94 (ACT) principles. Delivered  distress (GHQ-12) .001,d =.50 (95% CI [0.09, 0.91]), and
(88.7%) in face-to-face groups and distress (F(1,103) =5.48,p=.021,d =
aimed to increase Self-esteem (PBSE) .38 (95% CI [-0.03, 0.79]).
psychological flexibility.
Demand-Control- There were no significant intervention
Control group: Waitlist Support (DSCQ) effects on self-esteem and DSCQ.
control.
(2) Gregory Baseline: Social Intervention group: Ayoga ProQOL-5 subscales: Measured with t-tests, within-group Fair
2015 11 workers, and mindfulness program - Burnout analyses showed no significant pre-post
U.S. based on Buddhist - Secondary changes in the intervention group in
Non- Post- principles. Delivered in- traumatic stress burnout, STS, or compassion
randomised interventi person at a yoga studio, 3x  (STS) satisfaction. However, the control group
experimental on: 1-hour session. - Compassion demonstrated a significant reduction in
study 11 satisfaction compassion satisfaction from pretest to
(100%) Control group: No posttest (t(4) = 6.00, p =.004, d = 3.51).

treatment
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3) Baseline: Licensed Group 1: ACT: Aimed at Burnout (MBI) Overall burnout showed a significant Good
Hayes et al. 93 addiction reducing the impact of subscales Time x Group interaction (F(4, 180) =
2004 counsellors, negative thoughts through - overall burnout 4.05, p =.004). Within groups,
Post- U.S. acceptance, mindfulness, (depersonalisation + significant improvements were
RCT interventi and cognitive diffusion. exhaustion) observed in the ACT group from
on: - personal baseline to post-test (£(29) =3.01,p =
93 Group 2: Multicultural accomplishment .005) and follow-up (¢(29) = 2.70,p =
(100%) training: Focused on .012). The multicultural training group
reducing stigma against showed improvement at post-test (£(33)
3-month other cultures through =2.33, p =.026) but not at follow-up. No
follow-up: group activities and change was seen in the control group.
85 discussions. Not aimed at
(91.4%) directly improving Between groups, ACT was superior to
counsellor wellbeing. control at post-intervention (t(36) =
2.44, p = .02), but not at follow-up. At
Control group: Received follow-up, ACT was better than
educational material about multicultural training (¢£(60) = 2.72,p =
substance use disorders. .008).
Personal Accomplishment: Significant
Time x Group interaction (F(4, 180) =
2.60, p =.038). The control group
worsened at follow-up (t(29) =-2.33,p
=.027). No significant changes in the
ACT and multicultural groups. At follow-
up, multicultural training was
favourable to control (t(51) = 2.74,p =
.009).
(4) Kinman et Baseline: Social All participants received Stress (PSS) ProQOL  There was a significant reduction from Fair
al. 2020 26 workers, UK an adapted form of subscales: baseline to 8-weeks in stress ¢(25) =
Mindfulness-Based Stress - compassion fatigue 4.12,d = 0.87, p <.001 and compassion
Pre-post 8-week Reduction (MBSR) and - compassion fatigue t(25) = 3.15,d = 0.63, p < .01, and
study follow-up: Mindfulness Cognitive satisfaction a significant increase in compassion
18 Therapy, including satisfaction £(25) =-2.78,d = 0.64, p <
(69.2%) practices and reflective .01.

exercises such as body-
scan, breathing, and self-
compassion breaks.

81



Delivered in-person in
group sessions over eight
weeks.

(5) Kinman Baseline: Newly Intervention group: Stress (PSS) There was a significant difference in Fair
and Grant 56 qualified Participants received a ProQOL subscales: outcome variable response patterns
2017 children's multimodal intervention - compassion fatigue between the intervention and control
8-week social including training in peer - compassion groups (p <.001).
Non- follow-up:  workers, support, goal setting, satisfaction
randomised 54 UK coping skills, cognitive- From baseline to 8-weeks, pair-wise
experimental  (96.4%) behavioral techniques, comparisons indicated the intervention
study mindfulness, and critical group significantly reduced in
reflection. Delivered in- psychological distress, t(55) =3.37,p <
person in three group .01,d =0.42, and increased in
sessions over two months. compassion satisfaction, t(55) =-3.42, p
<.01, d = 0.54. Compassion fatigue did
not significantly change.
Control group: Waitlist.
(6) Maddock  Baseline: Social Intervention group: Stress (PSS) The intervention showed significantly Good
etal. 2023 62 workers, Received the Mindfulness- greater reductions than the control in
Northern Based Social Work and Burnout (MBI) reducing stress, F(1,56) =9.876,p =
RCT Post- Ireland Self-Care (MBSWSC) subscales 0.003, n2 = 0.15, and emotional
interventi program, delivered via - depersonalisation exhaustion, F(1,53) =8.756, p = 0.005,
on: 47 video conferencing over - emotional n2 = 0.142, but not depersonalization or
(70.1%) Teams, facilitated by exhaustion personal achievement. Significant group
trained social workers. - personal differences also favoured the
Included 6 sessions of 1.5 achievement intervention group in anxiety, F(1,53) =
hours over 6 weeks, with 7.23,p=0.01,7n2 =0.11, depression,
20-30 minutes of HADS F(1,53)=9.93,p < 0.001, n2 = 0.15, and
homework 6 days a week. - Anxiety worry F(1,53) =12.00, p < 0.001,n2 =
- Depression 0.17. No significant between-group
Control group: Active differences were found for mental
control received a three- Mental wellbeing wellbeing or rumination.
session Mindfulness and (WEMWABS)
Self-Compassion (MSC) Overall, the intervention was favourable
program, with one-hour Worry (PSWQ) over the active control in improving 5/9

sessions fortnightly,
including homework.

Rumination (RRQ)

outcomes.
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(7) Meier et Baseline: Social Intervention group: OSI subscales There was no evidence of a statistically =~ Poor
al. 2000 52 workers, Participated in an online - occupational stress  significant intervention effect for
U.S. stress management - psychological occupational stress, psychological
RCT Post- support group facilitated strain strain, or coping resourcefulness. No
interventi by a group leader. The - coping numeric data was reported.
on: program was delivered resourcefulness
19 over ten weeks using an
(36.5%) early internet forum.
Control group: No
treatment.
(8) Baseline: Social Intervention group: DASS-21 subscales At post-intervention, there was Fair
Hosseinzadeh 59 workers, Received a brief - depression significant reductions in the treatment
As1 2022 Turkey mindfulness-based - anxiety group compared to control in
Post- intervention, derived from - stress depression [F(1,46) =7.63,p<.01,n2 =
RCT interventi mindfulness-based .142]. The groups did significantly differ
on: 49 cognitive therapy, in changes to not change in anxiety or
(83.1%) delivered online via Zoom. stress.
Included four weekly 70-
4 weeks: minute sessions, with 10- At 4-week follow up, the pattern of
49 20 minutes of meditation results was similar. The intervention
(83.1%) homework. group showed statistically significant
reductions over the control group in
Control group: Waitlist. depression [F(1, 46) =5.67,p <.05,n2 =
.110]. As was the case at post-
intervention, anxiety or stress did not
significantly differ between groups.
(9) Pandya Baseline: Geriatric Intervention group: Job satisfaction In terms of within-subjects analyses, the  Fair
2020 282 social Received an online (GJSS) intervention group significantly
workers meditation training increased in resilience (p =.001, d =
RCT Post- across adult program tailored for social  Resilience 6.72) and job satisfaction (p =.001,d =
interventi  day care workers, including weekly  (Resilience Scale) 3.65) from baseline to post-
on: 244 facilities in real-time video sessions, intervention, while the control group
(86.5%) eight Asian  and practiced did not undergo significant changes.

and African
cities

yoga/meditation once a
week. The platform used
was Blackboard, and
videos were uploaded for
self-practice.

Between subjects at post-intervention,
the intervention group had significantly
higher resilience (p =.001, d = 7.01) and
job satisfaction (p =.001, d = 3.73)
compared to controls.
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Control group: Waitlist.

No overall Group x Time analyses were
reported.

(10) Rabin et
al. 2000

Non-
randomised
experimental
study

Baseline:
21

Post-
interventi
on: Not
reported

Occupation
al social
workers,
Israel

Intervention group:
Participants received a

multifaceted training
program including
psychoeducation and
group supervision. The
program combined
psychoeducation
presentations followed by
Balint-style group
supervision, lectures, role-
playing, and case
discussions. Topics
included mental health
problems, organisational
issues, and treatment
modalities. Three-hour
sessions were held
fortnightly for 6 months.

Control group: No
treatment.

Burnout (MBI)
subscales -
total burnout

- emotional
exhaustion

- listlessness

- cognitive
weariness

Professional social
support

Limited statistical information was Poor
reported, and it was unclear whether
the control group was factored into

analyses.

(11) Reim
Ifrach and
Miller 2016

Pre-post
study

Baseline:
30

Post-
interventi
on: 30
(100%)

Domestic
violence
and sexual
assault
counsellors,
U.S.

Participants engaged in
one art therapy session,
which was conducted in-
person in groups.
Counsellors created art to
be added to a peace pole,
which is a symbol of hope
in the domestic violence
community. They were
directed consider
themselves and their
clients in the artwork.

Psychological stress
(PSM-9)

There was a significant reduction in Fair
psychological stress from baseline (M =
31.8) to post-intervention (M = 23.9),

t(29) = 6.61, p <.001.

84



(12) Trammel Baseline: Social Participants engaged in a Significant reduction in personal Fair
etal. 2021 22 workers, religiously oriented Heart rate burnout from baseline to post-
U.S. mindfulness intervention,  variability (RMSDD) intervention ¢t(19) =3.95,p <.05,d =
Pre-post Post- accessed online via audio .21. There was also significant
study interventi files based on Mindfulness- improvement over time in heart rate
on: 22 Based Stress Reduction variability ¢£(21) =-3.51, p <.001,d =
(with 2 (MBSR) with religious 0.45.
HR data elements, including prayer
unviable) and guided religious
visualisation. The
intervention comprised 8
sessions of 20-30 minutes
each.
(13) Baseline: Pediatric Participants received a Perceived stress Statistical issues: participant identifiers = Poor
Trowbridge 33 medical compressed Mindfulness- (PSS-10) were lost by the researchers, so the
etal. 2017 social Based Stress Reduction ProQOL subscales: analysis was conducted with
Post- workers, (cMBSR) program - Burnout independent, rather than paired t-tests,
Pre-post interventi ~ U.S. provided in the hospital - Secondary violating the assumption of
study on: 21 workplace over two days. traumatic stress independence. This should be
(63.6%) The program included - Compassion considered when interpreting the
instructional workshops, satisfaction following results.

individual sharing time,
and meditation. After the
workshop, participants
were instructed to practice
meditation (bodyscan,
walking/sitting
meditation) for 20 minutes
daily over 6 weeks.

A significant improvement was
observed between pre- and post-
intervention scores in secondary
traumatic stress, F=9.792,p =.003,d =
-0.89. No significant changes were
observed in stress, burnout, and
compassion satisfaction.

Abbreviations: PSS = Perceived Stress Scale; MBI = Maslach Burnout Inventory; GHQ-12 = General Health Questionnaire-12; DSCQ = Demand-Control-Support
Questionnaire; ProQOL-5 = Professional Quality of Life Scale Version 5; STS = Secondary Traumatic Stress; OSI = Occupational Stress Indicator; DASS-21 =
Depression Anxiety Stress Scales - 21 Items; G]SS = Global Job Satisfaction Scale; PSWQ = Penn State Worry Questionnaire; RRQ = Ruminative Responses
Questionnaire;; HADS = Hospital Anxiety and Depression Scale; WEMWABS = Warwick-Edinburgh Mental Wellbeing Scale; RMSDD = Root Mean Square of Successive

Differences; CBS = Copenhagen Burnout Inventory.
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4.3.2 Population

Eleven studies reported on social workers (1, 2, 4-10, 12, 13) and two on counsellors (3, 11). In
one study with a sample of counsellors (11), the participants also answered crisis hotlines as
part of their duties, alongside seeing clients in-person. Other than this sample, no studies were
identified that had evaluated a wellbeing intervention for crisis supporters. Of the seven studies
that reported job tenure, participants had spent a mean of 8.3 to 12 years in their role (1-4, 7, 9,
10). For the five studies that reported hours of work per week (1, 3, 4, 7, 8), most or all

participants worked full-time. No studies included volunteers.

In terms of demographic characteristics, the gender distribution of most studies was notably
skewed, where most samples were over 70% female (1, 2, 4-7, 11). When reported (1-10), the

mean age across studies ranged from 33 to 56 years.

4.3.3 Interventions

Seven studies employed mindfulness-based interventions; five were exclusively based on
mindfulness (4, 6, 8, 12, 13) and two combined yoga and mindfulness principles (2, 9). Two
studies used ACT interventions (1, 3), and two studies (5, 10) had psychoeducation
interventions that included components of self-directed cognitive behavioural therapy (CBT)
skills and group supervision. One study each evaluated art therapy (11) and an online stress

management support group (7).

Most interventions were delivered in face-to-face groups (1-5, 10, 11, 13), while the remainder
were online, using video conferencing software (6, 8, 9, 12) or a website (7). The online

interventions were all published in 2020 or later, with the exception of one study (7).

4.3.4 Outcomes

The included studies assessed the following mental wellbeing outcomes: burnout (1-3, 6, 10, 12,
13) and stress (1, 4-7, 11, 13) were the most frequently examined outcomes, each measured in
seven studies. Compassion satisfaction was evaluated in four studies (2, 4, 5, 13) and one study
explored job satisfaction (9). Three studies reported on negative affect outcomes more broadly

(1, 6, 8), two on compassion fatigue (4, 5), and two on secondary traumatic stress (2, 13).

In addition to these mental health outcomes, six studies measured mindfulness-related
outcomes, specifically self-compassion (4-6, 8), psychological flexibility (4, 6, 8), emotional self-
efficacy (4, 5), reflective ability (4, 5), and mindfulness more broadly (6, 12, 13). Some outcomes
relating to social and professional dynamics were also measured, including professional social

support (10), performance-based self-esteem (1), work environment stress (1), and caring
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efficacy (13). Finally, one study measured heart rate variability (HRV) as a physiological

outcome (12).

4.3.5 Quality assessment

Table 4.1 includes quality assessment ratings for the included studies. Overall, three studies
achieved a quality rating of ‘good’ (1, 3, 6), seven were judged as ‘fair’ (2, 4, 5, 8,9, 11, 12), and
three were judged as ‘poor’ (7, 10, 13). Studies rated as lower quality did not meet criteria for
appropriate statistical methods, had limited statistical power, did not adequately account for

attrition, and relied on non-randomised groups.

4.3.6 Efficacy of interventions

This narrative synthesis reports on the characteristics and findings of interventions, grouped by
therapeutic approach. Within each grouping, the details of each intervention are described,
followed by findings related to the preliminary efficacy (relating to uncontrolled studies), and

the efficacy (relating to controlled studies).

4.3.6.1 Mindfulness-based interventions

All mindfulness-based interventions (n = 5; 4, 6, 8, 12, 13) were evaluated within social worker
populations. All interventions included practices such as meditation and breathing exercises.
However, the specific content of interventions varied. For example, one program was tailored for
social workers including suggestions on how to embed mindfulness in their work (6), while
another was centred around Christian faith and prayer (12). Other programs (4, 13) were
derived from Mindfulness-Based Stress Reduction (MBSR; Kabat-Zinn, 2003), and as such, had a

primary focus on using mindfulness techniques for stress management.

In terms of duration, one intervention was a brief, intensive program (13), while the others (4, 6,
8, 12) spanned four to eight weeks of weekly sessions ranging from 20 to 90 minutes. Three
programs (6, 8, 13) included self-directed homework, asking participants to engage in 10-30
mins of mindfulness practice outside of sessions. Three were delivered online (6, 8, 12) and two
in-person (4, 13). Online programs were held over video conferencing software (6, 8) or by
sharing audio files with participants (13). Of the five mindfulness interventions, three were pre-
post studies without a control group, and the remaining two compared to a waitlist, and active
control condition, respectively. In terms of study quality, one study was rated as ‘good’ quality

(6), three as ‘fair’ (4, 8, 12), and one as ‘poor’ (13).
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4.3.6.1.1 Preliminary efficacy

Regarding the three single group pre-post studies, Trammel et al. (2021; 12) evaluated the
impact of a religiously oriented mindfulness intervention, notably measuring a physiological
outcome, HRV, a marker of stress resilience. Post-intervention, participants reported
improvements with a medium effect size in HRV (d = .45) and a small effect size for burnout (d =
.21). Kinman et al. (2020; 4) found that 8 weeks after a resilience-focused mindfulness course,
participants reported significantly improved compassion fatigue (d = .63), compassion

satisfaction (d = .64), and stress (d = .87).

While Trowbridge et al. (2017; 13) also measured compassion satisfaction and burnout,
contrastingly to Trammel et al. (2021; 12) and Kinman et al’s (2020; 4) findings, these
constructs did not improve after a MBSR program. In terms of statistically significant changes,

secondary traumatic stress was reduced (d = .89), and caring efficacy was increased (d = .60).

4.3.6.1.2 Efficacy

Regarding the two studies that used RCT frameworks, Maddock et al. (2023; 6) was the only
included study to use an active control group, comparing mindfulness tailored for social workers
to a non-tailored mindfulness program. At post-test, the tailored intervention was superior to
the active control in improving 5 of 9 measured wellbeing outcomes, specifically stress (n2 =
.15), anxiety (n2 =.11), depression (2 =.15), worry (n2 =.0.17) and emotional exhaustion (n2 =
.14). The second RCT, Hosseinzadeh Asl (2022; 8), found that social workers in the intervention
group at post-test had significantly lower depression scores (72 =.142) compared to the control
group, which remained statistically significant at 4-week follow-up (depression: n2 =.110).
However, anxiety and stress scores were not different between groups at either post-test or

follow-up measurements.

4.3.6.2 Mindfulness and yoga interventions

Two studies (2, 9) evaluated mindfulness-based programs that integrated yoga in social
workers. The two studies varied considerably in sample size and duration of the program, but
both integrated guided yoga with mindfulness-based breathing exercises. Pandya (2020; 9)
conducted an RCT with the largest sample size of the included studies (n = 282), with 40 weekly
sessions over online video conferencing software. Social workers were recruited from eight
Asian and African cities. Contrastingly, Gregory (2015; 2) conducted an in-person intervention
in the U.S. over 3-weeks comparing a non-randomised treatment group to a no-treatment

control (n = 11). Both studies were rated as ‘fair’ quality.
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4.3.6.2.1 Efficacy

Both studies used t-tests to compare (1) between-group differences at post-test between the
treatment and control groups, and (2) within-group differences between pre-test and post-test
in each group. In Pandya’s (2020; 9) study, the intervention group demonstrated statistically
significant increases in resilience (d = 6.72) and job satisfaction (d = 3.65) from pre- to post-test,
while the waitlist control group did not show changes. Further, the intervention group had
significantly higher scores on resilience (d = 7.01) and job satisfaction (d = 3.73) compared to
the control group at post-test. Gregory’s (2015; 2) study reported no significant differences
within the groups from pre-test to post-test or between groups at post-test in compassion

fatigue, secondary traumatic stress, or compassion satisfaction.

4.3.6.3 Acceptance and commitment therapy (ACT)-based interventions

4.3.6.3.1 Intervention details

Two studies (1, 3) employed ACT-based interventions in social worker samples. Both were RCTs
and rated as ‘good’ quality. The interventions focused on increasing tolerance for stressful
aspects of the social worker role, using ACT protocols such as cognitive defusion, mindfulness
techniques, and values clarification. Brinkborg et al. (2011; 1) evaluated the efficacy of an ACT-
based stress management intervention, delivered in-person via four 3-hour workshops (n =
106). Hayes et al. (2004) conducted an RCT with three arms, each comprising a single-day
workshop (n = 93). One workshop focused on ACT, another on multicultural training, and the
third serving as an educational control group. While the ACT workshop was aimed at improving

participant wellbeing, the multicultural and educational interventions were not.

4.3.6.3.2 Efficacy

Brinkborg et al. (2011; 1) found that compared to the waitlist control, the ACT intervention led
to significant improvements in perceived stress (d = .72), general mental health (d =.50), and
burnout (d = .50). However, the intervention did not produce significant differential changes in

performance-based self-esteem or work-related demand and control.

Hayes et al. (2004; 3) reported mixed findings. In the between-group comparisons, ACT was
favourable in reducing overall burnout, which was a composite of the emotional exhaustion and
depersonalisation subscales of the Maslach Burnout Inventory (MBI), over the educational
condition at post-test and compared to the multicultural training at 3-month follow-up.
However, the ACT program did not significantly affect personal accomplishment, the third

subscale of the MBI.
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4.3.6.4 Psychoeducation interventions

Two studies evaluated psychoeducation-based interventions using non-randomised
experimental designs with existing control groups (5, 10). Kinman and Grant (2017; 5)
conducted three workshops for social workers in children’s services in England (n = 56). The
full-day sessions included psychoeducation on coping strategies, cognitive behavioural skills,
and peer support. Rabin et al. (2000; 10) conducted a more extensive program with twelve 3-
hour workshops in Israel (n = 21), instructing workers on common mental health problems in
the workplace, and additionally, conducted group supervision sessions. Kinman and Grant

(2017; 5) was rated as ‘fair’ quality while Rabin and colleagues (2000; 10) was scored as ‘poor’
quality.

4.3.6.4.1 Efficacy

Compared to controls, Kinman and Grant (2017; 5) reported significant improvements in
psychological distress (d =.42) and compassion satisfaction (d = .54) in the intervention group
at 8-week follow-up. The study achieved a ‘fair’ quality rating. In Rabin et als (2000; 10) study,
the treatment group reported significant reductions in three burnout subscales and a significant
increase in professional social support, compared to a control group. However, it was unclear
how the control group was factored into analyses, and the authors provided limited information

on statistical techniques. The paper received a ‘poor’ quality rating.

4.3.6.5 Art therapy

Reim Ifrach and Miller (2016; 11) evaluated the impact of one session of art therapy in reducing
stress using a single group pre-post design. Participants (n = 30) were domestic violence and
sexual assault counsellors, and as part of their role, they answered calls to a crisis hotline.
Counsellors worked on a collaborative piece of artwork related to their work and briefly spoke

about the meaning of their section.

4.3.6.5.1 Preliminary efficacy

The study (11) reported a statistically significant reduction in psychological stress from baseline
to post-intervention (g = 1.18). Notably, compassion fatigue was only measured at baseline. The

study quality was rated as ‘fair’.

4.3.6.6 Online community

Meier (2000; 7) investigated the efficacy of an online stress management support group. Social
workers were randomly assigned to the online support group or to a no-treatment control

group. The intervention included participation in an online forum for 10 weeks, led by a group
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facilitator who encouraged them to talk about job stressors and coping strategies. This study

was scored as ‘poor’ quality.

4.3.6.6.1 Efficacy

The study (7) observed no statistically significant changes in levels of stress, psychological
strain, or coping resourcefulness. Engagement with the online group was low, as were follow-up

rates at post-intervention (36.5%).

4.3.7 Meta-analysis of interventions

Of the 13 articles in this review, nine utilised a control group in their study design and were
selected for inclusion in the meta-analysis. Six studies (1, 3, 5, 6, 8, 10) provided adequate data
for calculation of effect sizes, and a total of nine effect sizes were calculated across these studies.
Among the included studies, two evaluated ACT interventions, two evaluated mindfulness
interventions, and two psychoeducation. Three were rated ‘good’ quality, two ‘fair’, and one
‘poor’. Due to the small number of studies of each intervention type, meta-analyses were
conducted by synthesising effect sizes across outcomes rather than by intervention type. Meta-
analyses were conducted to pool the effect sizes of outcomes that were reported in more than

two eligible studies, which was the case for stress and burnout.

4.3.7.1 Overall effects on stress

Figure 4.2 presents the forest plot for stress outcomes. The pooled effect size for stress was g =
-0.62 (95% CI [-0.87, -0.37]), p = .016, calculated across four studies (1, 5, 6, 8). As such, the
interventions included in the analysis generally had a statistically significant and moderate
effect in reducing stress. The test of heterogeneity was non-significant (Q = 2.39, p =.50), and

the I? was 0.0% indicating very low between-study variability.

Figure 4.2 Pooled effect sizes of interventions on stress.
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4.3.7.2 Overall effects on burnout

The pooled effect size for burnout was g =-0.46 (95% CI [-0.76, -0.16]), p = .003 computed
across three studies (1, 3, 6). Taken together, the interventions had a significant, moderate effect
in reducing burnout. The test of heterogeneity was non-significant (Q = 2.61, p =.002), and the
studies showed low total heterogeneity (I* = 16.46%). The forest plot for the meta-analysis

relating to burnout is presented in Figure 4.3.

Figure 4.3 Pooled effect sizes of interventions on burnout.
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4.3.7.3 Factors associated with intervention efficacy

A subgroup analysis was conducted to examine whether the intervention delivery modality
(online vs in-person) moderated the effect size across included studies. To facilitate the
inclusion of more than one outcome per study, a three-level meta-analytic model was used. The
model included 13 effect sizes across 5 studies. The outcomes included from each study in the
analysis were burnout, general mental health, stress (1), burnout (3), anxiety, depression, stress

(8), compassion fatigue, stress (5), anxiety, burnout, depression, and stress (6).

The test of moderation indicated a non-significant difference in efficacy when comparing online
and in-person interventions (F(1, 11) = 4.67, p =.054). The pooled effect size for in-person
interventions was g = -0.64 95% CI [-0.85, -0.42], while the pooled effect size for online
interventions was g = -0.33, 95% CI [-0.01, 0.63]. The estimated variance components were [2jeyel

1=97.93%, 12ieve1 2 = 0%, 12ievel 3 = 2.07%.
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4.3.7.4 Publication bias

Figure 4.4 displays a funnel plot with all included study outcomes included in the three-level
model. Visual inspection of the plot indicated symmetry, suggesting no substantial publication
bias. To further assess this, Egger’s regression test was conducted, which was non-significant

(QM[1] =0.066, p =.787), supporting the absence of publication bias.

Figure 4.4 Funnel plot of the meta-analysis.
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4.4 Discussion

This systematic review and meta-analysis provide a narrative and quantitative synthesis of the
efficacy of wellbeing interventions for roles who provide counselling to people in mental health
crisis. Of the 13 included interventions, most were grounded in mindfulness-based (n = 7) or
ACT (n = 2) approaches. Interventions were predominantly conducted with social workers, and
none were evaluated specifically among crisis supporter populations. The findings, nonetheless,
may be useful in informing the development of intervention for crisis supporters, but also

underscore the vital need for evidence-based options for this population.

The first research question examined the extent to which wellbeing interventions have been
evaluated for those providing counselling to people in mental health crisis, particularly crisis
supporters. The review identified only 13 studies, which were of limited quality. Most were

rated as ‘fair’ or ‘poor’ quality due to small sample sizes, the lack of a control group, or the use of
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unsuitable statistical techniques. For example, Gregory (2015), Pandya (2020), and Rabin et al.
(2000) included control groups in their study designs, but only reported the results of within-
group testing, rather than findings from between-group statistical testing using baseline scores
as covariates. Only one study included participants who worked with a crisis line, and these
were social workers for whom these duties were just one component of their role (Reim Ifrach &
Miller, 2016). Of the 13 studies, none evaluated interventions designed specifically for crisis
supporters. Given their integral role in global suicide prevention, there is an urgent need for

effective supports to help crisis supporters manage occupational stressors.

With regards to the second research question, which examined the efficacy of wellbeing
interventions, due to heterogeneity in study design, only six studies included a control group
and were suitable for synthesis ((Brinkborg et al., 2011; Hayes et al., 2004; Hosseinzadeh As],
2022; Kinman & Grant, 2017; Maddock et al., 2023; Pandya, 2020). Pooled analyses indicated
that interventions resulted in significant reductions in stress (g = -0.62) and burnout (g = -0.46).
Although the small number of studies and heterogeneity of interventions preclude firm
conclusions, the findings provide preliminary evidence that interventions improved the

wellbeing of workers who provide counselling to people in crisis.

These results are consistent with the findings of Lipsa et al.'s (2024) meta-analysis of empathy-
stress interventions in helping professionals, which reported a larger intervention effect (SMD =
-0.95) compared to the present study, though they synthesised both compassion fatigue and
secondary traumatic stress. As Lipsa and colleagues’ sample was comprised predominantly of
healthcare workers, the present review adds to the literature by showing that such

interventions may also improve wellbeing among mental health professionals.

The third research question aimed to discern factors associated with efficacy, including
therapeutic approach and delivery modality. Due to the limited number of studies from each
therapeutic approach that were suitable for meta-analysis, associations with efficacy were
instead examined narratively. Most studies evaluating mindfulness-based interventions reported
improvements in one or more wellbeing outcomes (6/7), whether this was in RCT or pre-post
designs. This finding is consistent with past systematic review findings among other helping
professionals demonstrating mindfulness programs to be efficacious in reducing stress and
burnout in physicians (Fendel et al., 2021), as well as anxiety and depression in nurses
(Guillaumie et al., 2017). Of the mindfulness studies in the current review, three employed RCT
designs, providing evidence of utility of mindfulness in improving wellbeing. However, most of
the mindfulness-based studies (4/7) did not use an RCT design, so effects may not be attributed

to the intervention alone.
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The two studies evaluating ACT interventions showed significant reductions in burnout, with
one study also reporting improvements in mental health and stress among social workers
(Brinkborg et al., 2011; Hayes et al., 2004). The use of rigorous RCT methodologies in these
studies, one comparing to an active control condition, strengthens the evidence for ACT as an
intervention to improve these outcomes. ACT and mindfulness interventions share several
aspects of their therapeutic approaches that may be particularly beneficial for roles that provide
crisis counselling. In particular, they teach skills to facilitate emotional regulation and
acceptance of negative feelings (Harris, 2006). Counselling people in crisis presents several
stressors. It requires those in the role to sit with uncertainty regarding the fate of a client
(Vattge et al., 2020) and presents heightened emotions in the interaction, compared to non-
crisis work (Carrick, 2014). The skills taught by mindfulness and ACT programs may help
workers accept challenging emotions and may be why these therapeutic approaches both
showed positive outcomes. While the goals of these approaches were not explicitly identified as
support preferences in qualitative study in Chapter 3, their emphasis on emotional regulation
and grounding aligned with coping strategies that participants described as effective for stress

management.

There was weaker evidence for psychoeducation interventions, art therapy, and online
communities and all studies testing these therapeutic approaches were rated as ‘poor’ or ‘fair’
quality (Kinman & Grant, 2017; Meier, 2000; Rabin et al., 2000; Reim Ifrach & Miller, 2016).
However, psychoeducation approaches may align with support needs described in Chapter 3,
where participants highlighted a need for greater understanding of empathy-based stress.
Similarly, online communities may cater to preferences for peer connection that were identified
in the thematic analysis. Summing up, while mindfulness and ACT interventions show promising
evidence of benefits to wellbeing, the small number and low quality of studies using each

therapeutic approach meant that definitive differences in efficacy cannot yet be established.

In terms of delivery modality, the subgroup analysis comparing the pooled effect sizes of studies
with in-person interventions (n = 3) to online interventions (n = 2) found no significant
differences in efficacy. Both online interventions in this analysis were mindfulness-based
interventions delivered over video conferencing software (Hosseinzadeh Asl, 2022; Maddock et
al,, 2023). The findings of the analysis contrasted with those from Lipsa et al’s (2024) meta-
analysis, which found that online interventions were more effective than in-person interventions
in reducing empathy-based stress. Regardless, the results of the current study suggest that both
in-person and online modalities may show efficacy in improving wellbeing, though only a small

number of studies were suitable for the subgroup analysis.
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In summary, this review uncovered a clear gap: there is a scarcity of evaluated wellbeing
interventions for crisis supporters. Nonetheless, evidence from interventions delivered to other
roles who provide counselling to people in crisis suggests that certain approaches can improve
wellbeing. This chapter contributed to the Discover phase of the Appreciative Inquiry framework
and identifies evidence-based interventions evaluated in comparable professions that could
inform support for crisis supporters. As explored in Chapters 2 and 3, the crisis supporter role
is unique: they are primarily volunteers, who support remote help-seekers who are often
anonymous, and encounter several challenging caller presentations. The absence of studies
focused on supporting this workforce highlights a critical need for the development of wellbeing

interventions tailored to their distinctive context.

4.4.1 Strengths and limitations

Several reviews have focused on outcomes specific to this workforce, such as vicarious trauma
or compassion fatigue. A strength of the current review is that the search strategy included a
wide variety of wellbeing-related outcomes that have been omitted by other reviews, and that
may be important targets for intervention. Additionally, this review includes one of the only
meta-analyses of wellbeing interventions for helping professionals, pooling effect size estimates

across multiple studies for higher precision.

This review also has several limitations. Firstly, the meta-analytic models were based on a small
number of studies. Conducting quantitative synthesis with few studies can result in imprecise
pooled estimates, limiting the reliability and generalisability of the findings (Higgins et al.,
2024). Secondly, as the meta-analyses were grouped by outcome, heterogenous interventions
with varied control conditions were pooled, which limits the strength of conclusions that can be
drawn about any specific intervention type. This field of research would benefit from greater

consistency in the use of robust study designs (e.g., RCTs) and comparable outcomes.

Another limitation was the exclusion of grey literature, which may have introduced a risk of
publication bias. Although the studies included in the meta-analysis did not show evidence of
publication bias (see Figure 4.2), it can lead to overestimations of intervention efficacy. To
mitigate this risk, future reviews should consider including grey literature as it has been omitted
in several recent reviews (Bercier & Maynard, 2015; Lipsa et al., 2024). Nonetheless, prioritising

peer-reviewed studies strengthened the scientific foundation of the present review.
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4.4.2 Conclusion

The wellbeing of people who are paid or volunteer to support people in crisis is paramount yet
often overlooked in research. In line with this, there was an absence of interventions tailored for
crisis supporters and studies among counsellors and social workers were limited in volume and
quality. It was difficult to draw firm conclusions as to the efficacy of included interventions due
to heterogeneity of studies. However, the meta-analysis in this study offers a significant
contribution to the literature, finding that interventions were generally effective in improving
stress and burnout in this population, and that online interventions did not differ in efficacy
compared to in-person interventions. Several therapeutic approaches appeared promising,

though their comparative efficacy was not evident from findings.

The current findings provide valuable insights to inform the development of wellbeing
interventions for crisis supporters. Addressing this gap is crucial to ensure crisis support work
is sustainable. The subsequent chapter uses the results of this systematic review and meta-
analysis, alongside findings from Chapters 2 and 3, to inform the first documented development

of a wellbeing intervention for this population.
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Chapter 5

Co-design and preliminary evaluation of a prototype

wellbeing intervention for crisis supporters

Abstract

Background: The preceding chapters identified key challenges to crisis supporter wellbeing and
highlighted an absence of wellbeing interventions for this population. This study aimed to co-
design, develop, and preliminarily evaluate a prototype wellbeing intervention tailored for this
workforce. Method: An Advisory Group of crisis supporters and managers (n = 8) participated in
three co-design meetings over five months. Through collaborative activities, Advisory Group
members identified priorities for support and provided iterative feedback on intervention
materials. In the third meeting, members reviewed a prototype of the wellbeing intervention
developed by the candidate, informed by the co-design process and earlier chapters. Results: The
co-design process successfully guided the development of a tailored, digital intervention for
crisis supporters. The developed prototype (Refill Your Cup) was built using WordPress and
incorporated three core components: an Acceptance and Commitment Therapy (ACT) learning
program, psychoeducational factsheets, and grounding exercises. Participants endorsed the
program’s relevance and accessible design, particularly valuing its focus on practicality and
applicability within shifts. Minor improvements were suggested, including enhanced
interactivity and a reduced volume of text. Quantitative ratings indicated very high perceived
acceptability, appropriateness, and feasibility scores. Conclusion: This study demonstrated that
crisis supporters view a co-designed, tailored wellbeing program as both relevant and feasible.
The Refill Your Cup prototype represents a promising foundation for future refinement and

large-scale evaluation of digital wellbeing interventions for this workforce.
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5.1 Introduction

The preceding three empirical chapters of this thesis have highlighted the need for wellbeing
interventions to address a gap in available supports for crisis supporters. The quantitative
survey conducted in Chapter 2 identified the most prevalent occupational stressors
experienced by this population and investigated levels of wellbeing. While a third of the sample
reported high compassion satisfaction, one in five were experiencing high compassion fatigue
and one in three high psychological distress. Chapter 3 extended these findings through a
qualitative investigation, where crisis supporters described feeling satisfaction in helping
others, stressors and costs of caring, coping strategies, navigating new work trends, and
preferences for receiving support. Chapter 4 found a notable absence of interventions targeting
crisis supporters in a systematic search of the literature. Together, these empirical chapters
underscore a critical gap in research and in practice. Despite a clear need for initiatives to
support this key workforce, no studies have documented the development or evaluation of

wellbeing interventions for crisis supporters.

Regarding the Appreciative Inquiry framework guiding this thesis, Chapters 2-4 contributed to
the Discovery phase, which involves gathering information about a problem, its context, and
identifying existing strategies that may be successful. Findings from the meta-analysis
conducted in Chapter 4 demonstrated that interventions can improve wellbeing in roles who
provide counselling to people in crisis. This evidence suggests that adverse effects on wellbeing
from crisis work may be related not only to coping strategies, as identified in Chapter 2, but also
be mitigated by structured interventions. Specifically, the meta-analysis synthesised effects of
interventions including ACT (n = 2), mindfulness (n = 2), and psychoeducation (n = 2), finding

associations with reductions in stress (g = -0.62) and burnout (g = -0.46).

The quantitative and qualitative investigations conducted within Chapters 2 and 3 also
revealed idiosyncrasies of the crisis support role. Crisis supporters receive a particularly high
proportion of contacts that are suicidal, which may result in traumatic exposure and resultant
empathy-based stress (Aldrich & Cerel, 2020; Rauvola et al., 2019). These demands are faced by
a workforce of whom the majority are volunteers (59.2% in Chapter 2), often have limited
mental health training, and lack access to the support structures available to registered helping
professionals (Gilmore et al., 2022). Unlike many helping professionals, crisis supporters
provide technology-based support and may work from home, with survey participants in
Chapter 2 reporting that one in three hours were conducted remotely. This unique occupational
context, uncovered in the Discovery phase, warrants the development of a targeted wellbeing

program tailored to crisis supporters and the conditions in which they work. Seeking to address
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this gap, this chapter describes the process by which an intervention for crisis supporters was
developed and report on preliminary findings related to its acceptability, appropriateness, and

feasibility.

The current chapter fits within the Dream and Design phases of the Appreciative Inquiry
framework. In the Dream phase, ideal approaches to solve a problem, as envisioned by end-
users, are identified. This was partially addressed by the qualitative investigation in Chapter 3,
where crisis supporters were asked about support preferences, and is extended in the present
chapter. The Design phase concerns the development and refinement of intervention materials,

which is a focus of this chapter.

Co-design, where end-users are meaningfully involved in research, is often applied within Dream
and Design as the phases have a focus on centering participants in development (Slattery et al.,
2020; Snijder et al.,, 2021; Trajkovski et al., 2013). Interventions developed with, rather than for,
their end-users are regarded as the gold-standard by government research bodies and
researchers (Benz et al., 2024; National Health and Medical Research Council, 2016; Slattery et
al,, 2020). A rapid overview of reviews investigating research co-design in health concluded that
co-design processes increase the specificity, acceptability and relevance of research outputs
(Slattery et al., 2020). In summary, involving crisis supporters through co-design is key to

increasing the likelihood that any intervention caters to their needs.

The acceptability, appropriateness, and feasibility of interventions are critical for their effective
implementation and sustainability in real-world settings (Wesolowicz et al., 2025). As defined
by Weiner et al. (2017), acceptability refers to the degree that an intervention is seen as
satisfactory, appropriateness is its perceived fit for a certain setting or population, and feasibility
is the practicality of implementing an intervention within existing constraints or resources.
Evidence indicates that co-design processes can enhance these factors (Brotherdale et al., 2024;

Slattery et al., 2020).

In this chapter, co-design was operationalised through consultation with an Advisory Group, a
commonly used participatory methodology (Peters et al., 2024). Advisory Groups are structured
panels of potential end-users who contribute to the planning or undertaking of research
(Domecq et al.,, 2014). Provided the group members are involved from early stages of the
project, this methodology can grant end-users agency in determining the direction of research
(Slattery et al., 2020). To satisfy this requirement, an Advisory Group was involved in the project

from the inception of intervention design.
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In collaboration with an Advisory Group, this study aimed to:

i) co-design a wellbeing intervention tailored for crisis supporters,
ii) develop a prototype of the wellbeing intervention, and

iii) undertake a preliminary evaluation of its acceptability, appropriateness, and feasibility.

5.2 Methods

5.2.1 Overall design

An Advisory Group was convened for three meetings to co-design a wellbeing intervention (aim
i). In parallel, the candidate developed a prototype intervention (aim ii), drawing on outputs
from the Advisory Group and findings from earlier chapters. In Meeting 3, members participated
in a preliminary evaluation of the prototype, providing feedback and completing a brief survey
(aim iii). Ethical approval was obtained from the University of Sydney Human Research Ethics
Committee (protocol number: 2024 /HE001128). The following subsections detail the

recruitment process, participants, and procedure.

5.2.2 Recruitment

Recruitment was conducted through email communications distributed internally at two of the
largest Australian crisis helpline organisations, calling for expressions of interest (EOIs) for the
Advisory Group. To be eligible, members had to be: i) aged 18 years or older, ii) a current
volunteer or staff member at an Australian crisis helpline, and iii) delivering crisis support or
managing crisis supporters as part of their current role. The EOI requested information relating
to applicants’ age, state of residence, gender, organisation, employment status (volunteer, paid,
or both), role, delivery method of crisis support (phone-based, chat-based, or both), average

weekly hours, and tenure at organisation.

Twenty-four EOIs were received, from which nine people were invited to participate in the
Advisory Group. This group size is similar to Benz et al.'s (2024) study, which was reported as an
adequate number to balance capturing multiple viewpoints, while remaining small enough for

participants to feel comfortable sharing.

5.2.3 Participants

Nine participants were invited, chosen so that the Advisory Group profile broadly mirrored that
of the survey sample (n = 422; Chapter 2). They were contacted via email, informed about the

study, and advised they would receive a $110 voucher per meeting in recognition of their time
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and expertise. All nine accepted and provided informed consent. Participants were purposefully
selected for inclusion so that the Advisory Group closely aligned with the wider survey sample
in age, gender breakdown, average weekly hours, and proportion of volunteers. However, it
included more chat-based crisis supporters, valued for their perspective on emerging
modalities, and management for their insights as decision-makers. Table 5.2 provides a

summary of group characteristics.

5.2.4 Procedure, data collection, and synthesis

5.2.4.1 Co-design process with the Advisory Group

The Advisory Group participated in three structured Zoom meetings held over a five-month
period, each lasting approximately two hours. Meetings occurred approximately 10 weeks apart
to allow time for the candidate to collate and analyse outputs and incorporate feedback into the
prototype intervention. This overall process was designed to support iterative co-design with
each meeting building on the outputs of the previous session. The goal of this process was
communicated to participants in Meeting 1 as follows: Alongside volunteers and workers, we aim
to design a wellbeing program that i) helps crisis supporters cope with stressful parts of their role,

ii) reduces compassion fatigue and psychological distress, and iii) crisis supporters want to use.

The agendas and aims of each meeting are described in Table 5.1. All meetings were facilitated
by the candidate, who moderated discussion, ensured equitable participation, and coordinated
collaborative activities. Collaborative activities were conducted using the online software, Mural
(Mural, 2022). This platform allowed Advisory Group members and the candidate to work
together in real-time using a visual interface. The candidate designed a template for activities in
advance, which were populated during the meetings by participants adding sticky note icons
containing ideas, preferences, or feedback. Each activity, which was conducted during 5-10
minutes of ‘focus time’, was followed by discussion where participants talked about their

contributions or contributions from other members.

The aims of each meeting were as follows. Meeting 1 contributed to the Dream phase by
identifying ideal support options, as well as priorities relating to five intervention types. The five
intervention types put forward to the Advisory Group were ACT, mindfulness, and
psychoeducation for their efficacy in Chapter 4, skills-based coping training, as coping
strategies were associated with wellbeing in Chapter 2, and screening with feedback, as it was
suggested by interviewees in Chapter 3. Meeting 2 refined these priorities into concrete
learning objectives and mapped them to preferred delivery modalities and timings of use. As
such, a shortlist of potential intervention components was produced. Meeting 3 focused on

preliminary evaluation of a developed prototype wellbeing intervention, where members
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provided qualitative feedback and quantitative data on its acceptability, appropriateness, and

feasibility.

Table 5.1 The agendas and aims of the three Advisory Group Meetings.

Meeting Agenda (including collaborative activities) Aims
1 i) Candidate introduces the project and definition of . .
: : . Identify current coping
key concepts, including co-design. stratesies. as well as ideal
ii) Members identify stressors to establish a shared sles, a
: support options.
understanding of challenges.
iii) Members discuss current ways of coping before, .
. ) : Determine preferences
during, and after shift, and ideal supports. relatine to five tvpes of
iv) Candidate describes the five key intervention . gt yp
. . interventions.
types, which are then ranked by participants.
2 i) Candidate presents a summary of Meeting 1
findings. . . N
ii) Members generate desired learning objectives for Al.lgn learning ot.)]e'ctlves
. . with preferred timings of
an intervention. .
iii) Members discuss preferred timings of program use and delivery
modalities.
use.
iv) Members map learning objectives to timings and . . .
v) P § objectv & Identify potential barriers
preferred delivery modalities. o
: . and facilitators to use.
v) Members generate barriers and facilitators to
program use.
3 i) Members are given time to engage with the
wellbeing intervention prototype.
ii) Members provide qualitative feedback on two
draft factsheets, regarding their content, user Obtain qualitative feedback
interface, and usefulness. on factsheets, ACT learning
iii) Members vote for the most useful factsheet topics, programs, and overall
from ten options informed by learning objectives. ~ prototype.
iv) Members provide qualitative feedback for the
draft ACT learning program regarding its content,  Collect quantitative
user interface, and usefulness. acceptability,
v) Members give qualitative feedback for the overall  appropriateness, and
intervention prototype (i.e., positive impressions,  feasibility data.
negative impressions, novel suggestions).
vi) Members complete the quantitative brief online

survey (subsection 5.2.4.3)

Data were collected from the Advisory Group meetings in several ways. Firstly, the Mural

frameworks, once populated from the collaborative activities, were saved as visual outputs at

the conclusion of each meeting. Any identifying information about group members was removed

by the candidate after the meetings. The audio of each Zoom meeting, except for the second

meeting due to human error, was recorded and then transcribed into text using Zoom’s

automated transcription feature. The candidate reviewed each transcription to correct any

errors (e.g., misheard words or missing words) and remove identifying information about

participants or organisations. The Zoom chat log was also saved.
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5.2.4.2 Development of the wellbeing intervention prototype

Between Meetings 1 and 2, the candidate synthesised Meeting 1 outputs into a summary and
drafted prompts (potential timings and modalities) to structure the next co-design activities.
Between Meeting 2 and Meeting 3, the candidate developed a prototype of the wellbeing
program in consultation with the supervisory team, which was informed by the co-design
process, alongside insights from Chapters 2-4. The development process is described in the

results.

5.2.4.3 Preliminary evaluation of acceptability, appropriateness, and feasibility

Preliminary evaluation of the prototype intervention was undertaken during Meeting 3, using
both qualitative and quantitative methods. First, qualitative data were gathered through the
collaborative activities that are detailed in Table 5.1. Briefly, these activities sought feedback on

the content and user interface of key intervention components and the overall prototype.

Secondly, members completed a brief online survey to quantitatively evaluate the prototype.
The first section of the survey contained three short measures developed by Weiner et al., 2017)
These were the Acceptability of Intervention Measure (AIM), the Intervention Appropriateness
Measure (IAM), and the Feasibility of Intervention Measure (FIM). Each measure contains four
items rated on a 5-point Likert scale, with higher scores indicating more favourable perceptions
of the intervention. Weiner and colleagues (2017) conducted three studies in the original
validation paper, demonstrating that the measures have adequate substantive validity, structural
validity, test-retest reliability, and sensitivity to change in populations including counsellors. The

survey was conducted on the online platform Qualtrics.

To evaluate the prototype intervention, qualitative data from Meeting 3 was summarised in a
narrative synthesis and considered alongside quantitative data from the brief online survey.
Survey data were exported from Qualtrics and descriptive statistics were obtained using the

summarytools package (Comtois, 2019) in R version 4.3.1 (R Core Team, 2023).

5.3 Results

This section first provides a description of the characteristics of those in the Advisory Group. To
address the first aim, a narrative synthesis of the Advisory Group meetings and co-design
process is provided. To address the second aim, the development of the prototype wellbeing
intervention is described. Finally, regarding the third aim, the results of a preliminary evaluation

of the prototype are presented.
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5.3.1 Characteristics of Advisory Group members

Eight members attended at least one Advisory Group meeting, with attendance reducing with
subsequent sessions (Meeting 1: n = 8; Meeting 2: n = 6, Meeting 3: n = 5). One member who
consented did not attend any meetings. The mean age of attendees was 35.5 years (SD = 12.7)
and they were geographically dispersed across four Australian states. The Advisory Group was
mostly female (n =5, 62.5%). In terms of work-based characteristics, the group had relatively
even representation from crisis supporters who were telephone-based (n = 3, 37.5%), chat-
based (n = 3, 37.5%), or both (n = 2, 25.0%), paid staff (n = 4; 50.0%) or volunteers (n = 4;
50.0%). The group included relatively inexperienced crisis supporters (<1 year; n = 2; 25.0%),
as well as those with longer tenure (1-2 years: n = 3; 37.5%; 3-5 years: n = 3; 37.5%) but none
with more than five years of experience. As was planned, the group was mainly crisis supporters
(n=5; 62.5%) but also included managers (n = 2; 25.0%), and one member who worked both

roles (n =1; 12.5%). The full breakdown of participant characteristics is described in Table 5.2.

Table 5.2 Characteristics of Advisory Group attendees.

Characteristic Descriptive statistics (n=8)
n %
Gender
Female 5 62.5
Male 2 25.0
Non-binary 1 12.5
State
New South Wales 3 37.5
Western Australia 2 25.0
Queensland 1 12.5
Victoria 2 25.0
Employment status at organisation
Paid 4 50.0
Volunteer 4 50.0
Role at organisation
Providing crisis support 5 62.5
Management 2 25.0
Both 1 12.5
Modality
Telephone only 3 37.5
Chat only 3 37.5
Both 2 25.0
Experience as crisis supporter
Less than 1 year 2 25.0
1-2 years 3 37.5
3-5 years 3 37.5
Hours per week
0-5 hours 3 37.5
10-20 hours 1 12.5
20-30 hours 1 12.5
30 hours or more 3 37.5
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5.3.2 Co-design process with the Advisory Group

The first aim was to co-design a wellbeing intervention for crisis supporters. The aim was
addressed by findings from Advisory Group Meetings 1 and 2, which were collated with findings

from the earlier Discover and Dream phases to inform intervention design.

5.3.2.1 Stressors (Meeting 1)

Members began by noting and discussing challenging aspects of their role, to provide context for
subsequent activities. Concerns around crisis work included difficult caller profiles (e.g.,
frequent, abusive, or sexually inappropriate callers), high-risk interactions where the caller
hangs up or there is emergency services intervention, or callers expecting support that the crisis
supporter cannot provide (e.g., practical advice, to fix their problem). Other stressors were
related to difficulties with supervision (e.g., differing opinions or communication style) or with
the working environment (e.g., technological issues, noisy workplace, high performance
expectations). These discussions were used to ground the group in a shared understanding of

work demands before progressing to solution-focused activities.

5.3.2.2 Existing ways of coping: Before, during, and after shift (Meeting 1)

Members used a range of coping strategies to prepare for work. Several participants (n = 5)
included meditation practices in their routine, including mindfulness, breathing exercises,
prayer and self-compassion. Others (n = 3) used their commute, scheduled preparation time,
had a tea, or chatted with supervisors as transitory periods between their outside life and the
shift. Some (n = 3) mentioned making sure they were adequately rested or fed before work,
particularly for night shifts. Two members mentioned using music as a tool to get in the right

headspace or talked with friends or family.

During shift, breaks were frequently noted as an important way to regulate emotion and cope
with work-related stress, particularly after intense interactions. Ways to spend breaks were to
drink water or tea (n = 4), move the body (n =3), journalling (n = 1), or conduct breathing
exercises (n = 3). Several members of the group noted the importance of debriefing with
supervisors (n = 4) and connecting with other crisis supporters (n = 2). One member suggested
switching from providing support over phone to supporting over chat to cope with stress, while

another suggested only taking one chat interaction at a time, as opposed to two simultaneously.

Post-shift, several coping strategies were used to manage stress. Several members planned
social contact directly after shifts (n = 4). If they felt if it was necessary to debrief, they would
meet with a supervisor (n = 2) or alternatively, note difficult interactions to take to their next

scheduled supervision (n = 2). Otherwise, participants noted it was important to prioritise rest
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and relaxation (n = 4), achieved through spending time alone, interacting with pets, walks in
nature, and ‘switching off”. Finally, two participants reported engaging in self-compassion and

meditation practice.

5.3.2.3 Desired support options: Before, during, and after shift (Meeting 1)

For the activity focused on desired support options, as well as contributing their own ideas.
Participants also organically began using the ‘like’ feature to endorse others’ suggestions.
Relating to coping with stress before shift, four members noted that they wanted to engage with
other crisis supporters (rather than supervisors or managers) pre-shift to talk about topics both
related and unrelated to work. These notes were ‘liked’ by 4-5 other group members. Two
members added topics about fitness or wellbeing initiatives; one asked for discounts to health
or fitness products (4 likes) and the other requested an onsite gym or meditation space for the
beginning of shift. Finally, two added notes related to supervision, one indicating that they
wanted more validation for support seeking from supervisors (2 likes) and the other indicating

that they would like 30 minutes of fortnightly supervision.

During shift, members identified several support initiatives they would like access to. One group
member suggested having ready-made activity lists for breaks (5 likes), as it was mentioned that
it was hard to decide what to do while in a heightened state after a difficult call, while another
wanted encouragement to take breaks. Another participant suggested mandatory grounding
exercises (4 likes). Participants nominated other initiatives, including mentorship programs (2
likes), higher focus on crisis supporter wellbeing over the number of calls taken, and healthier
food in common areas (2 likes). Two members expressed interest in a higher degree of

supervisory engagement, including regular scheduled check-ins.

In relation to after shift, members provided several suggestions to support wellbeing through
more opportunities to debrief, whether this was formal or informal. Relating to formal
debriefing, one member wanted in-person staffing to support post-shift (4 likes). One member
wanted opportunities to informally debrief with peers. Similarly, a member suggested an online
moderated forum for crisis supporters to discuss calls and their practice with one another.
Another suggested wellbeing activities to be conducted as a team, such as yoga (2 likes). Finally,
one member wanted a guide that recommended ideas on what they could do after shift to
support wellbeing. One suggestion (4 likes) requested a reframing in organisational culture that

seeking support is normal, as the job is inherently difficult.
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5.3.2.4 Preferential ranking of potential intervention components (Meeting 1)

Members of the Advisory Group provided rankings for five potential components of the
proposed wellbeing program. The highest ranked, on average, was ACT (M = 1.62, SD = 0.52)
while the other four components had relatively similar mean rankings. The second highest
preferred component was mindfulness (M = 3.00, SD = 1.69), followed by psychoeducation (M =
3.13, SD = 1.13), skills-based coping training (M = 3.38, SD = 0.74). Screening and personalised
feedback was ranked least favourably overall, with a mean ranking on 3.88 (SD = 1.81). The full

rankings can be found in Table 5.3.

Table 5.3 Preferential rankings of potential intervention components.

Advisory  Acceptance and Skills-based Screening and
Group Commitment copine trainin Mindfulness personalised Psychoeducation
member therapy ping § feedback

Ranking of intervention components?

Member 1 2 3 4 5 1
Member 2 1 3 4 5 2
Member 3 1 3 2 5 4
Member 4 1 5 2 4 3
Member 5 2 4 5 1 3
Member 6 2 3 5 1 4
Member 7 2 3 1 5 4
Member 8 2 3 1 5 4
M (SD) 1.62 (0.52) 3.38 (0.74) 3(1.69) 3.88(1.81) 3.13(1.13)

a A score of 1 indicates the most preferred intervention component, while a score of 5 was least preferred.

5.3.2.5 Objectives to gain or learn from the program (Meeting 2)

Group members were asked what they would like to gain or learn from the program. They
generated 25 ideas. From these, the 15 most preferred learning objectives were selected by the
Advisory Group, in the interest of time, for further discussion. The excluded ideas are listed in
Appendix F. These objectives were grouped by the candidate into three categories: i) emotional
regulation and reflection (e.g., strategies to manage overwhelm, self-reflection prompts), ii)
physical practices (e.g., breathwork, neck/shoulder exercises), and iii) restorative break
activities (e.g., short creative tasks, self-care checklist). The categories and corresponding 15

priority learning objectives are outlined in Table 5.5.

5.3.2.6 Preferred times to engage with the program (Meeting 2)

Participants voted on potential times to use the wellbeing program, seven of which were
generated by the candidate ahead of the meeting to prompt discussion and five which were

suggested by group members (Table 5.4). In summary, these responses reflect a general
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preference to engage with a wellbeing program during shifts, so it is integrated within the flow
of work, particularly while preparing for the start of shifts or when between interactions, rather
than outside of work hours. These findings emphasise preferences for program components that

can be flexibly accessed throughout the shift and embedded into work routines.

Table 5.4 Group member voting results on potential times to use the wellbeing program.

. . Positive Neutral Negative
Proposed time to use wellbeing program votes votes v%tes
Times suggested by the candidate
At work (when not taking calls) 6 0 0
During shift (to assist while taking calls) 5 0 1
Right before shift 5 1 1
During commute 2 0 2
During professional development hours 3 0 3
Right after shift 2 0 4
In my own time 1 0 4

Times suggested by group members

During training

Between calls

Beginning of shift (first 5-10 mins)
During group supervision

=W N
oS O O O
S =R O O

During supervision

5.3.2.7 Grouping objectives with timing and modality (Meeting 2)

Participants grouped each of the 15 learning objectives (subsection 5.3.2.5), with timings of use
(subsection 5.3.2.6), as well as delivery methods that they felt were appropriate for the specific
objective. Twelve options of delivery methods were provided for group members to choose
from, and members suggested three additional options. A list of all delivery methods is available

in Appendix G.

The timings most frequently grouped with objectives were ‘at work (between interactions)’ (11
mentions), ‘post-shift’ (6 mentions), and ‘during work (to assist with interactions)’ (4
mentions). The most frequently suggested modalities were interactive online resources (8

mentions), factsheets (7 mentions: 4 printed, 3 online), and online surveys (3 mentions).

Notably, 14 of the 15 objectives were deemed achievable with online delivery methods, with
factsheets and interactive resources the most favoured. In line with previous timing preferences,
members indicated a preference for accessing nearly all types of supports during shifts, whether
these were related to emotional regulation and reflection, physical practices, or break activities.
A key output of Meeting 2 was a collaboratively designed list of potential learning objectives,

with preferred timings and delivery methods. This list is presented in Table 5.5.

109



Table 5.5 Objectives grouped with preferred timings of use and delivery methods.

What would you like to gain or
learn from the program?

What times would you like to use
this program?

List of modalities

Emotional regulation and reflection

Space to check in with self/tool to
help counsellors reflect

A prompt to reflect on how you are
feeling during the shift

A feelings temperature gauge (to
check how you are feeling
before/during/after a call)

Validation that support is necessary
(rather than conditional)

A set of steps to do when feeling
overwhelmed

A quiz that ends in a recommendation
for your self-care

A resource that sends prompts
tailored to individual needs with opt-
in/out options

A guided positive self-talk/
validation/grounding audio

At work (between interactions); in
supervision

At work (when needed on shift);
supervision after a difficult call

At work (between interactions)

Appropriate at all times, but method of
communication will vary

During work (to assist while taking
calls); at work (between interactions);
post-shift; pre-shift

Appropriate at all times; at work
(between interactions); post-shift

At work (between interactions); post-

shift; pre-shift

At work (between interactions); post-
shift; pre-shift

Interactive online resource; online
survey

Online survey; factsheets
(printed); website-based

Factsheets (printed); interactive
online training; website-based

Interactive online resource;
factsheets (printed); online
survey; website-based; embedded
across all modalities

Factsheets (printed); factsheets
(online)

Interactive online resource

Interactive online resource

Interactive online resource; online
audio

Physical practices

Pop-up prompts for neck/shoulder
exercises during shift

Prompts for breathwork during
shift/after calls

Grounding exercises

Options for things to do when you
need a break from counselling for 30
minutes

At work (between interactions);
beginning of shift (first 5-10 mins)

At work (between interactions); during
work (to assist while taking calls)
Commute; pre-shift; post-shift; during
work (to assist while taking calls)

Post-shift; at work (between
interactions)

Interactive online resource

Interactive online resource; digital
prompt with suggestions for
different types of exercises

Informational videos; podcast;
group supervision

Factsheets (online)

Restorative break activities

A short activity to do between calls
(e.g., simple puzzle, hand-building
activity)

A short creative activity (e.g., draw a
flower in a cup)

List of self-care activities to do post-
shift

At work (between interactions)

During work (to assist while taking
calls); at work (between interactions)

At work (between interactions); post-
shift

Interactive online resource

In-person materials

Factsheets (printed); factsheets
(online)

Note. Where applicable, contributions by participants were corrected to amend typographic errors.
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5.3.2.8 Barriers and facilitators (Meeting 2)

Advisory Group members were asked to generate barriers and facilitators for crisis supporters

using a wellbeing intervention. Contributed barriers and facilitators were synthesised into four

themes which can be seen in Table 5.6. The full list can be viewed in Appendix H.

Table 5.6 Barriers and facilitators to use of a wellbeing intervention among crisis supporters.

Theme Facilitators Barriers

Time and Willingness to “make time” if the program Time-poor; workload pressure; fear of

workload is embedded into organisational culture not meeting shift targets;
micromanagement

Organisational  If supervisors use it too (modelling); Perceptions that help-seeking might

culture normalised as daily practice; less reactivity, signal poor performance or inability to

Perception of

more proactivity around wellbeing;
strengths-based and connects with purpose

Program is evidence-based; evaluation

cope; organisation is ‘ticking a box’ to
satisfy wellbeing requirements

Program is too broad to be relevant to

effectiveness shared with end-users an individual

Preferred Tangible formats (e.g., printouts); Technology difficulties; not
delivery interactive or gamified; visible prompts understanding how to use the tool
methods during shift; facilitates in-person

connection

5.3.3 Development of the wellbeing intervention prototype

The second aim was to develop a prototype of the wellbeing intervention. Evidence from the

Discover and Dream phases of the Appreciative Inquiry framework informed key decisions made

in prototype development. The Discover phase functioned as an information gathering stage,

drawing on findings from Chapters 2-4 to understand role-related stressors, current coping

strategies, and interventions that may improve crisis supporter wellbeing. The Dream phase

built on this by finding ‘ideal’ forms of support, informed by Advisory Group Meetings 1 and 2 in

the current chapter, as well from the final research question in Chapter 3. By consolidating

these findings, key decisions were made, specifically for an i) online intervention, ii) with a

multicomponent design, iii) integrating aspects of ACT, psychoeducation, and grounding. The

rationale for these decisions is outlined below.

5.3.3.1 Decision to deliver an online intervention

An online mode of delivery was selected for the intervention. This modality was informed by the

evidence base, participant preferences, and suited operational requirements. In terms of

empirical evidence, the meta-analysis presented in Chapter 4 compared online and in-person

interventions delivered to workers in roles comparable to crisis supporters. Subgroup analyses

indicated that digital interventions (n = 2) demonstrated overall efficacy in improving wellbeing
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outcomes (g = -0.33; pooled across stress, burnout, anxiety, and depression) and did not differ
in effect size from in-person interventions (n = 4). Although the two online studies synthesised
in the meta-analysis evaluated videoconferencing-based mindfulness programs (Hosseinzadeh
Asl, 2022; Maddock et al,, 2023), rather than website-based interventions, these findings

nevertheless suggest that online modalities show promise for the current population.

Participants also indicated that an online intervention suited their preferences for use. In
consultations with Advisory Group members, almost all learning objectives (14/15) were
preferred to be addressed using online modalities (see Table 5.5). Regarding timing of use,
members expressed a clear preference for using an intervention within the workflow of a shift,
rather than outside of work. Crisis supporters already interface with online systems during
shifts (typically 3-4 hours), and an online format may therefore offer an optimal platform for
delivering shorter, modular versions of the longer wellbeing interventions identified in Chapter

4, which were primarily developed for salaried mental health professionals.

Insights from the Discover phase indicated that an online format also aligns well with the
working environment of crisis supporters. Online resources are accessible for the geographically
dispersed workforce, with the location of crisis support centres varying from metropolitan to
remote areas. For example, in the Chapter 2 survey, one in five crisis supporters worked in
regional, rural, or remote areas. Online resources are also suitable for diverse patterns of work
identified in the survey findings: one-third of hours were completed remotely, and 28.2% of
crisis supporters reported that night shifts negatively affected their wellbeing. Qualitative
findings (Chapter 3) documented crisis supporters feeling isolated and disconnected from
supervisory support during remote work and night shifts. While an in-person intervention
would be pragmatically difficult to implement in these at-risk situations, online resources can be

accessed regardless of physical settings or time.

5.3.3.2 Decision to adopt a multicomponent design

A multicomponent intervention was selected to cater to varied support preferences expressed
by crisis supporters. In Meeting 2, Advisory Group members identified 15 priority learning
objectives, which represented a wide variety of skills, knowledge areas, and supports they
wanted the intervention to provide (see Table 5.5). Also relating to the Dream phase, the
qualitative study presented in Chapter 2 identified varied support preferences, including desire
for additional education on empathy-based stress, alleviation of empathy-based stress, and
support with promoting connection among crisis supporters. Given the heterogeneity of

preferences expressed by crisis supporters, it was determined that the intervention would adopt
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a multicomponent structure. Three core components were ultimately selected, an ACT-based

program, psychoeducational resources, and grounding exercises.

5.3.3.3 Selected intervention components

ACT was selected as a core component of the intervention. Among the five intervention types
presented in Meeting 1, Advisory Group members ranked ACT the most favourably (M = 1.62). In
addition to being highly preferred by crisis supporters, in the systematic review and meta-
analysis presented in Chapter 4, ACT demonstrated efficacy in reducing stress and burnout in
comparable occupational groups. As such, ACT was a user-preferred therapeutic approach that
was supported by empirical evidence. As discussed in section 4.4, its focus on emotional
regulation and acceptance is particularly relevant for crisis line work, where supporters
regularly face heightened emotions and sit with uncertainty. Further, its emphasis on values-
based action may help crisis supporters draw from personal values such as altruism or

compassion to persevere through the challenges of their work (Hayes et al., 2006).

Secondly, psychoeducation was slated for inclusion. In Advisory Group Meeting 1,
Psychoeducation was the third highest ranked intervention type, and in Meeting 2,
psychoeducation-based factsheets (online or printed) were identified as feasible methods to
achieve six of the 15 priority learning objectives. Moreover, the qualitative interviews presented
in Chapter 3 emphasised a clear need for psychoeducation, as 11/15 participants expressed
that they had limited knowledge of the adverse effects of crisis support work (e.g., compassion
fatigue). Finally, in Chapter 4, psychoeducation demonstrated efficacy in reducing
psychological distress and burnout and increasing compassion satisfaction. Although the
identified studies were delivered in in-person workshop settings, the alignment with expressed
support needs and promising empirical evidence indicated that psychoeducation was a suitable

component for inclusion.

Mindfulness-based grounding exercises were incorporated as the third component of the
intervention. These are short, practical techniques that anchor awareness in the present
moment, through deliberate attention to sensory or physical cues (Chelidoni et al., 2020; Hayes,
2005). Related to mindfulness, which was the second highest ranked intervention type,
grounding was consistently discussed as an effective way of coping in Meeting 1 and identified
as a desired support in Meeting 2. A key reason for the inclusion of grounding exercises was that
Advisory Group members expressed a preference for brief, practical strategies that could be
used flexibly within shifts to manage distress after challenging calls (see subsection 5.3.2.6).
Thus, this inclusion directly addressed a priority learning objective and built on existing coping

strategies, consistent with the Appreciative Inquiry principle of formalising existing strengths.
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5.3.3.4 The prototype wellbeing intervention

WordPress (version 6.8.1), a website builder and hosting platform, was used to develop a
prototype of the intervention interface for Advisory Group members to evaluate. The platform
was chosen because of its ease of use, customisability, and cost-efficiency. A title for the
prototype, ‘Refill Your Cup’, was selected by the candidate, drawing on the euphemism that
fatigued helping professionals are ‘pouring from an empty cup’ (Evans et al.,, 2025; Najmabadi et

al,, 2024). The prototype intervention can be found at: https://refillmycup.wpcomstaging.com/.

The intervention incorporated three core components: i) an ACT-based interactive learning
program, ii) psychoeducational factsheets, and iii) grounding exercises. Written content across
all components adopted a warm, non-judgemental tone, and used accessible language. Efforts
were made to make the site visually appealing and user-friendly. For example, ChatGPT was
used to generate images and icons that cohered with the colour scheme (version 40; OpenAl,

2025; see Figure 4.3).

Figure 5.1 Factsheet navigation page.

Printable factsheets to support you with your practice.

Compassion fatigue 10 things to do on a break Getting the most out of Coping strategies
supervision

Vicarious trauma Self-care Getting help Compassion satisfaction
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5.3.3.4.1 ACT-based learning program

The learning program was built using Sensei (Automattic, 2022), a WordPress application used
to design module-based, self-paced learning. Of the six core principles of ACT (and six
corresponding planned modules), the prototype developed one module in full, with four
structured lessons. The module addressed the principle of present-moment awareness and was
tailored to the context of crisis support. Lessons included i) The power of the present moment, ii)
Grounding yourself on shift, iii) Noticing vs. reacting, and iv) Activities. Screenshots of these

lessons are provided in Appendix K.

The course used a combination of written text, interactive activities, and multimedia elements,
including images and animations. The written content and practical exercises were adapted
from key ACT texts, including a book describing applications of ACT in the workplace (Hayes et
al,, 2006) and an ACT-based client workbook (Hayes, 2005). Additional resources informed the
content relating to ACT theory and core principles (Brown et al., 2020; Harris, 2006; Hayes,
Luoma, et al., 2006; Towey-Swift et al., 2023).

5.3.3.4.2 Psychoeducation factsheets

Two factsheets were drafted, and a further six were proposed, which can be seen in the site
interface in Figure 5.3. One drafted factsheet was information-focused and provided
psychoeducation on compassion fatigue (‘What is Compassion Fatigue?’; Appendix I) while the
other was strategy-focused, offering options of how to spend a break on shift (‘9 Things to do on
a Break” Appendix J). Factsheets were tailored to the crisis supporter context, as can be seen in

the extract suggesting a prevention strategy for compassion fatigue as follows:

“Connect with other volunteers or workers: social connectedness is linked to lower rates of
compassion fatigue.® Take a moment to chat or have a coffee/tea with a colleague. If you work

remotely, consider video calling to get to know others at your organisation better.”

A feature for downloading a formatted PDF of each factsheet was implemented, as members
expressed preferences for printed resources to put on walls or in folders, to be used during shift
(see preferred delivery methods in Table 5.5). Factsheets synthesised information from
published research (Bride et al., 2007; Figley, 1995; O’Sullivan & Whelan, 2011; Pollock et al,,
2012; Sercombe et al,, 2025) and included in-text citations to communicate they were evidence-

based, a noted facilitator (Table 5.6).
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5.3.3.4.3 Grounding exercises

The prototype also included two grounding exercises. These included the ‘Five Senses’ exercise,
which prompts users to reorient by noticing things they can see, hear, feel, smell, and taste, as
well as ‘Box Breathing’, a paced breathing activity that used a visual animation to guide
inhalation and exhalation. These tools were intended to be easily accessible within shifts and

could be practiced in a few minutes.

5.3.4 Preliminary evaluation of the prototype

The third aim, to undertake a preliminary evaluation of the prototype, was addressed in Meeting
3. During this session, members engaged with the intervention website and completed four

structured activities that elicited feedback on specific components and the prototype as a whole.

5.3.4.1 Feedback relating to factsheets

Members voted for the proposed factsheets they judged as most useful. Each member had five
votes to allocate across ten suggested topics, with the option to add a new idea. The most
preferred topics related to guiding supervisory discussions (5 votes), strategies for managing

overwhelm (4 votes), and compassion fatigue (4 votes; see Table 5.7).

Table 5.7 Proposed factsheet topics and corresponding votes from Advisory Group members.

Factsheet topic Number of votes

How to get the most out of supervision 5
Activities to complete when feeling overwhelmed 4

What is compassion fatigue? 4
Prompts or a guide to bring to supervision 3

What to do on a break from counselling 2
Feelings temperature gauge to mark how you're 2

feeling before/after/during a call

Getting help for role-related distress 2

What is vicarious trauma? 2
Self-care activities to do after shift 1

All about coping 1

What is moral injury and how can it affect us? Suggested by participant in this activity

Two draft factsheets were reviewed: ‘What is Compassion Fatigue?’ (Appendix I) and ‘9 Things
to do on a Break’ (Appendix J). Feedback on the content of both factsheets was strongly
positive. Members described the information as informative, accessible, and relevant to crisis
support work. Comments included “I liked the simple, clear information on breaks” and
“straight to the point, clear and concise”. The inclusion of citations was valued: “I'm big on

evidence-based research, so love that you’ve referenced everything”. Members also suggested
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practical improvements, such as including back buttons and scroll-to-top functionality on the

factsheet webpages.

The factsheets were judged as highly useful to crisis support work. Several members noted the
practicality and usefulness of the factsheets across different stages of work: “I think this would
be super useful to crisis supporters on shift (i.e., on breaks, or between calls)”. Two participants
mentioned that it would be important to ensure that IT systems on organisation computers do

not block the website, as an external site.

5.3.4.2 Feedback relating to the ACT-based learning program

The draft ACT-based learning program received similarly favourable feedback, as well as
practical points to be improved. In relation to content, participants appreciated the tone, level of
complexity, and relevance. Comments included: “the tone was perfect” and “content was
communicated [at] an easy [to] understand level, also loved how the content connected to crisis

support”.

Several members raised concerns about the density of text, suggesting making paragraphs more
concise, or changing formatting to improve clarity (e.g., bullet points, tables, or images). They
suggested inclusion of more interactivity, activities, or videos, as already included media was
well-regarded (“The video of stream = so good”). Regarding usefulness, one member noted that
“this would be super helpful”, and while sections 4.1 (‘The power of the present moment’) and 4.2
(‘Grounding yourself on shift’) were well received for their utility, 4.3 (‘Noticing vs reacting’) was

confusing to one member.

5.3.4.3 Overall impressions of the prototype

Participants also reviewed the wellbeing intervention in its entirety. They were asked to provide
overall positive and negative impressions, as well as suggestions for changes or additions to the
intervention. Participant feedback for the overall prototype is summarised in Table 5.8. Some
feedback echoed earlier comments provided for the factsheets and the learning program, and
was generally positive regarding the content and usability, with some easily actionable

recommendations.

Regarding the user interface, participants described the website as easy to use, even by those
with limited digital skills: “I feel it’s user friendly. | am not that good on a computer, but [ found
this useful”. Praise was given to the minimalist design and the self-paced nature of the site: “I
like the flow of the website and that it feels like a choose your own adventure-esque. It is clean
not clunky, minimal, easy to navigate and not overwhelming to look at”. One member mentioned

that accessibility options may need to be considered (e.g., text sizing).
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n with score

Table 5.8 Overall impressions of the prototype wellbeing intervention.

Feedback prompt

Summarised feedback

Positive impressions
(e.g., ‘Iliked...")

Negative impressions
(e.g., ‘Ididn’t like...)

Suggestions (e.g., ‘An
idea I have is...")

Consistent praise for name and logo; visually appealing layout; diverse mix
of content types; effective tailoring to crisis supporter role, particularly the
ACT program; practicality of activities; interactive grounding exercises using
animations; accessible, plain-language writing style.

Some text too dense or required too much scrolling; minor aesthetic
preferences (e.g., softer colours); concerns about how frequently content
would need to be updated; worry that the website may be blocked by
organisation intranet.

Include resources specific to new crisis supporters; add a section focused on
supervision, including reflection prompts and practice tips; increase
interactivity (e.g., more animated or video content); connect factsheets to
follow-up activities; add navigation aids like back buttons and scroll-to-top
functionality.

5.3.4.4 Brief online survey findings

Finally, the brief online survey was completed by all members of the Advisory Group present at

Meeting 3 (n = 5). The survey provided a quantitative evaluation of the prototype using

validated measures. The intervention was rated very favourably on acceptability,

appropriateness and feasibility measures, receiving close to the highest score of 20 on each

measure. The median acceptability score was 19 (range 18 to 20), while the median score on

appropriateness was 20 (range 19 to 20), and feasibility was 20 (range 17 to 20). Frequency

histograms of the results can be seen in Figure 5.2.

Figure 5.2 Acceptability, appropriateness, and feasibility of the wellbeing intervention prototype

(n=5).
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5.4 Discussion

This chapter documents the co-design, development, and preliminary evaluation of Refill Your
Cup, a wellbeing program tailored for crisis supporters, functioning as the Design phase of the
Appreciative Inquiry framework. The resulting prototype is informed by the co-design process,
as well as extensive scoping research from the Design and Dream phases. This body of work
represents the first documented development and preliminary evaluation of a wellbeing

intervention for crisis supporters.

This discussion is structured around the three aims of this study, which were to i) co-design a
wellbeing intervention tailored for crisis supporters, ii) develop a prototype of the intervention,

and iii) evaluate its preliminary acceptability, appropriateness, and feasibility.

5.4.1 Co-design process with the Advisory Group

The first aim was to co-design a wellbeing intervention tailored for crisis supporters. Findings
suggest that this study was successful in achieving that aim. Despite some attrition as time
progressed, Advisory Group members were actively engaged from the inception of intervention

design and provided invaluable input into key design decisions for the intervention.

Contributions from Advisory Group members, alongside empirical evidence from Chapters 2-4
informed key design decisions. These included the selection of an online delivery method, the
adoption of a multicomponent structure, and the inclusion of ACT, psychoeducation, and
grounding components. Activities were facilitated using the Mural software, which was an
effective way of facilitating real-time collaboration with a remote Advisory Group, consistent
with previous research noting its utility in co-design of health interventions (Coulter et al.,
2024). Collaborative activities generated visual mind maps as tangible outputs from the co-

design process while the ‘like’ functionality helped to identify popular suggestions.

Similar to prior studies documenting the co-design of online interventions (Snijder et al., 2021),
and involving helping professionals in co-design (Benz et al., 2024; Parmar et al,, 2025), people
with lived experience were engaged through an Advisory Group. Consistent with these studies,
the group was involved early and repeatedly throughout an iterative design process, aligning
with recommendations by Slattery et al. (2020). This represented a higher degree of
engagement than co-design studies that rely on one-off consultations with workers (e.g., Cogan

etal.,, 2025).

In the present study, final decisions were made by the candidate, who had lived experience of

crisis support work, and the supervisory team. While members heavily informed these
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decisions, there was no embedded model of shared decision-making, which some frameworks
identify as a more equitable form of co-design (Bellingham et al., 2023). In addition, Advisory
Group members were not designated as lived experience researchers. Although this is
considered the gold standard in some guidelines (Bellingham et al., 2023; Peters et al., 2024), it
would require a substantial time commitment from crisis supporters, and the Advisory Group
was a more pragmatic and time-efficient method of engagement. In line with recommended
practice (Bellingham et al., 2023; Peters et al., 2024), Advisory Group members were

reimbursed for their time.

This study is the first co-design process completed with crisis supporters, and one of few
conducted with helping professionals more broadly. The results speak to the feasibility and
utility of involving helping professionals in co-design through Advisory Groups, while future

research should consider a more structured shared decision-making process.

5.4.2 The development of the wellbeing intervention prototype

The study was successful in developing a prototype of the online intervention, using WordPress
to build the website. A proportion of each component was developed specifically 2/8 proposed
factsheets, 1/6 ACT modules, and 2/3 grounding exercises. In this way, the prototype
demonstrated the structure and functionality of the planned intervention, leaving placeholders
to be populated further content in future iterations. WordPress was an effective and cost-
efficient platform to build the prototype and is a feasible option to host the fully developed

intervention.

The prototype’s components are comparable to online interventions trialled in other helping
professions. A recent systematic review and meta-analyses synthesised evidence from 53 RCTs
evaluating online, self-guided ACT programs (Klimczak et al., 2023). Similar to the prototype,
most were module-based (n = 43). The meta-analysis indicated that online ACT produced
significantly improved outcomes including anxiety and depression, compared to waitlist
controls. The findings of this review are promising for the Refill Your Cup ACT program, which
should take cues from effective programs during further development (e.g., length of modules,

strategies to promote engagement), while remaining tailored to the crisis supporter context.

In the prototype, the proposed psychoeducation factsheets ended up having two basic functions:
being information-focused (e.g., ‘What is compassion fatigue?) or strategy-focused (e.g., ‘Getting
the most out of supervision’). The former is likely most similar to psychoeducation referred to in
the WHO guidelines on mental health at work (2022), which has efficacy in improving literacy

but not wellbeing outcomes, and is suggested as an adjunct intervention. The latter is more
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reflective of the Appreciative Inquiry framework, which sought to amplify existing strategies

that may be effective (e.g., supervision, effective coping strategies).

Grounding exercises were included in the prototype as tools that could be used in-shift to help
manage acute distress (for example, box breathing). Indeed, evidence from RCTs shows that
progressive muscle relaxation techniques reduce stress and anxiety in nurses (Ganjeali et al.,
2022). In an experimental study, full-time workers participated in a stress induction (Chelidoni
et al,, 2020). Post-induction, the intervention group participated in app-led breathing exercises,
while a control group conducted a mindfulness activity. Breathing exercises were more effective,
compared to mindfulness in reducing HRV and self-reported stress. The evidence base suggests

grounding activities can be effective in reducing distress in the moment.

Considering the current form of the prototype in the context of the wider literature, the ACT
program should be positioned as the ‘core’ of the intervention, providing the greatest potential
for improvements in wellbeing. This is complemented by psychoeducational factsheets, adjunct
resources that embed existing strong wellbeing supports. Finally, grounding exercises are used
for in-shift stress alleviation. This multicomponent prototype should be further developed,

informed by effective online interventions, and trialled within crisis support populations.

5.4.3 Preliminary evaluation of the prototype

In the preliminary evaluation, the prototype received very positive qualitative feedback and
scored highly on measures of acceptability, appropriateness and feasibility. The co-design
process was likely instrumental in these outcomes, which have several implications for further

development, evaluation, and implementation.

The qualitative feedback provided practical recommendations for improving the next iteration
of the intervention. Key refinements include reducing text density and increasing interactivity
(e.g., quizzes, animations), both factors which have been shown to affect engagement in online
interventions (Belogianni et al., 2023; Sardi et al., 2017; R. Zhang et al.,, 2024). Members also
recommended the inclusion of resources to facilitate supervision, which aligns with
Appreciative Inquiry principles of leveraging existing strengths. This may be addressed by
factsheets including evidence-based information on supervision, and reflection prompts to take
to sessions. Other factsheets that were rated most highly by the Advisory Group will be
prioritised for future development (see Table 5.7). Beyond these refinements, the user interface
(e.g., aesthetics and layout) and overall content (e.g., tone and writing style) was well-received

and will stay consistent in subsequent versions.
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Quantitative scores were closely clustered around the maximum scores on the measures of
acceptability (AIM), appropriateness (IAM), and feasibility (FIM). No normed data are available
for these scales, but these scores were higher than those reported in a recent RCT of an online
wellbeing program with students, which demonstrated high engagement (Lambert et al., 2025).
Although the predictive validity of these measures has not been established, Proctor et al.
(2011) note that acceptable interventions have higher uptake, appropriate interventions are
compatible with the target context, and feasible interventions are easier to carry out. Although
the evaluation was conducted on a prototype of the Refill Your Cup rather than the fully
developed intervention, the consistently high scores across these constructs are promising for

future implementation.

5.4.4 Strengths

This study has several strengths. First, it is the first published development of an intervention
for crisis supporters, a significant milestone in a field that has predominantly focused on
problem identification. Second, the intervention design was informed by a large, multi-year
program of scoping work, guided by the overarching Appreciative Inquiry framework.
Incorporating these earlier findings meant that design decisions were grounded in empirical
evidence from the Discover phase as well as lived experience insights from the Dream and Design
phases. Finally, the mixed-methods evaluation provided quantitative data to facilitate
comparison, but also qualitative data to obtain nuanced and practical refinements to be

implemented in future iterations.

5.4.5 Limitations

There were also several limitations of note. Firstly, while nine members consented to be
involved in the Advisory Group, only five were present for the preliminary evaluation in Meeting
3 due to attrition. As such, the sample size for the qualitative evaluation, and particularly for the
quantitative evaluation was relatively small, though these studies represent preliminary
findings. Secondly, the Advisory Group was involved in both the co-design and preliminary
evaluation processes. Their dual role may have introduced bias to the preliminary evaluation,
whether their specific recommendations were reflected in the design, or they felt a sense of
ownership over the intervention. While both are desired outcomes of co-design, further
evaluation should be conducted among wider samples, ideally at a later stage of intervention

development.

Thirdly, participants who opted into the Advisory Group may have been particularly motivated

or engaged in wellbeing practices. This may have introduced a positive bias in co-design
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activities or the preliminary evaluation findings, which may not be representative of less
engaged crisis supporters. Conversely, this level of motivation is likely to have brought a greater
level of insight and experience with wellbeing, on which to draw. Finally, not all desired supports
could be incorporated into the prototype. In particular, a want for greater social connectedness
with peers was consistently expressed across interviews (Chapter 3) and co-design discussions,
aligning with evidence that social support is protective of wellbeing among crisis supporters
(Donnellan et al.,, 2023; Spafford et al., 2023). However, the draft factsheets guide crisis

supporters in the process of increasing social connection.

5.4.6 Conclusion

Positive results from the preliminary evaluation indicate that the prototype should be developed
into a full intervention. Future development should implement refinements suggestions by the
Advisory Group. In addition to this, formal clinical review of components should also be
conducted, particularly for the ACT learning program, to ensure fidelity to clinical principles.
There is also potential to expand the scope of the intervention, to include more components or

address more priority learning objectives, including social support.

This study represents an initial, but essential, step in addressing the wellbeing needs of crisis
supporters. The rigorous codesign and promising preliminary findings provide a foundation for
a pilot trial of the Refill Your Cup intervention. This next stage should assess outcomes including
compassion fatigue, compassion satisfaction, psychological distress, and coping strategies.
Evaluating these outcomes over time in an RCT design, with follow-up assessments would allow
investigation of efficacy and sustained benefits. Outcomes relevant for the implementation of
digital interventions should also be considered, including metrics of user engagement and

retention.
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Chapter 6

General discussion

Suicide is a leading cause of death worldwide and remains a major public health issue (Weaver
etal., 2025). Crisis lines play a critical role in global mental healthcare structures by delivering
accessible support to individuals experiencing distress or suicidality. These services depend on
a frontline of crisis supporters to field phone and text-based contacts. Crisis support work can
be deeply rewarding, but it also exposes those in the role to numerous stressors and risks to

their wellbeing (Kitchingman et al., 2018b; Willems et al., 2020; Willems et al., 2021).

Despite the ubiquity of crisis lines and their reliance on crisis supporters, there is limited high-
quality research on the wellbeing of workers and a scarcity of information on approaches to
improve their wellbeing. This thesis addressed these gaps by conducting a multi-method
investigation of crisis supporter wellbeing, guided by the Appreciative Inquiry framework and

six overarching research objectives:

1. Identify the stressors experienced in the crisis supporter role (Chapters 2 and 3).

2. Examine levels of wellbeing and associated factors (Chapters 2 and 3).

3. Investigate strategies that crisis supporters use to cope in their role (Chapters 2 and
3).

4. Determine the efficacy of interventions that aim to improve the wellbeing of roles
that provide counselling to people in crisis (Chapter 4).

5. Investigate how crisis supporters prefer to be supported in their role (Chapters 3
and 5).

6. Co-design a prototype wellbeing intervention tailored for crisis supporters and
conduct a preliminary evaluation of its acceptability, appropriateness, and feasibility

(Chapter 5).
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The preceding chapters of this thesis describe four empirical studies. Chapter 2 presented a
quantitative survey (n = 422) that investigated stressors, wellbeing, and coping (including
substance use) among crisis supporters. Chapter 3 described a thematic analysis of in-depth
qualitative interviews with 15 crisis supporters, documenting their lived experience, including
stressors, coping strategies, and support preferences. Chapter 4 presents findings from a
systematic review and meta-analysis that identified the existing evidence of wellbeing
interventions for crisis supporters and other roles that provide counselling to people in mental
health crisis. Chapter 5 reported on the co-design and preliminary evaluation of a prototype
digital wellbeing intervention for crisis supporters, in collaboration with a lived-experience

Advisory Group (n = 8).

Together, this thesis makes a significant and novel contribution to the under-researched field of
crisis supporter wellbeing. Chapters 2 and 3 add to our academic understanding of work-
related challenges and coping strategies used by crisis supporters in the role. Chapters 4 and 5
contribute to our understanding of best practices on supporting those in the role, culminating in
the development and preliminary evaluation of a wellbeing intervention co-designed to support
this population. This general discussion synthesises findings across the empirical studies to
answer the six research objectives, and considers implications for crisis supporters, crisis line
organisations, and policymakers as well as funders. It also outlines strengths and limitations of

the thesis and proposes directions for future research.

6.1 Summary and synthesis of key findings

6.1.1 Identify the stressors experienced in the crisis supporter
role.

A mixed-methods approach was used to address this research objective, drawing on a
quantitative survey (Chapter 2; n = 422), and qualitative interviews (Chapter 3; n = 15). While
previous studies have explored stressors, overwhelmingly, they have recruited from one
organisation per study, resulting in homogenous samples of crisis supporters across
quantitative (Willems et al.,, 2021) and qualitative research (Cooney & McCashin, 2023; Pollock
etal,, 2016; Vattge et al,, 2020). This limits generalisability of findings, as organisation structure
and culture may shape the types of stressors encountered. Uniquely, the survey presented in this
thesis included participants from 38 different telephone and chat-based crisis lines and is
among the largest to date (n = 422). The qualitative interviews also included participants from

more than one crisis line. This breadth offered a more comprehensive view of this workforce.
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A distinct gap concerned emerging aspects of the working landscape, including flexible work
arrangements and chat-based support, though some studies suggested that they may impact
crisis supporters (Cooney & McCashin, 2023; Willems et al., 2021). By virtue of their recency, the
surveys and interviews were able to capture these contemporary features. Several sources of
stress were of notable importance across both the quantitative and qualitative studies
(Chapters 2 and 3), which were categorised as role-based stressors (arising directly from
providing crisis support) and workplace-based stressors (relating to the broader work

environment).

The most salient role-based stressor was trauma exposure, including exposure to suicidal
behaviours or descriptions of help-seekers’ own traumatic experiences. This was the most
highly endorsed stressor in the survey, and in interviews, several participants spoke of how
traumatic content stayed with them well after the conclusion of certain interactions. Together,
this evidence is consistent with Aldrich and Cerel (2020), who reported that approximately one
in three crisis supporters had been exposed to a death by suicide in their role, which was
associated with symptoms of depression, anxiety, and PTSD. Previous research has
demonstrated that presentations characterised by suicidality are higher over chat-based crisis
lines relative to phone crisis lines (Gould et al., 2021). As chat-based supporters represented
22% of survey respondents and 4 of 15 interviewees, this may have contributed to the high
salience attributed to trauma and suicide-related exposure in these findings. Evidently,
traumatic exposure is a significant stressor for crisis supporters, as it is for members of other

helping professions (Bercier & Maynard, 2015; Carleton et al., 2019).

Another salient stressor was uncertainty about the outcome of interactions, particularly when
suicide risk was perceived to be high. This stressor has received comparatively little attention in
prior research, and goes unmentioned in existing systematic reviews of crisis supporter
wellbeing (Kitchingman et al., 2018b; Willems et al., 2020). Additional high-impact role-based
stressors included challenging caller profiles, specifically argumentative, sexually motivated, and
frequent callers. As observed in other qualitative work (Allan et al., 2025; Pollock et al., 2010),
sexually motivated calls were discussed at length in interviews and noted as particularly
frustrating and distressing. Similarly, this caller profile was highly endorsed in the survey,
alongside frequent callers, which remain a salient emotional stressor for crisis supporters (Gilat
& Rosenau, 2011; Vattge et al., 2020) and an operational demand for crisis lines more broadly

(Pirkis et al., 2016; Spittal et al., 2015).

Several workplace-based factors were perceived as stressful, including high job demands (e.g.,
targets for calls per hour) and overnight shift work. [solation was a key theme in interviews,

particularly among those working remotely. Evidence from quantitative findings supported this
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relationship, where greater time spent working remotely was linked to compassion fatigue.
These results add weight to preliminary evidence from quantitative (Willems et al., 2021) and
qualitative research (Cooney & McCashin, 2023) that suggested isolation may be a factor for
remote workers. Together, the findings of this thesis suggest that the lack of social support and
limited opportunities for casual debriefing experienced by those working remotely is a notable
risk factor emerging due to this new way of working. Also related to isolation, shift work was
identified as a stressor for over a quarter of survey respondents and described by interviewees
to interrupt sleep, eating, and importantly, social schedules. This aligns with evidence that shift
work can disrupt social patterns and reduce connectedness felt by workers (Moreno et al.,

2019)

Collectively, the surveys and interviews provided a detailed account of the stressors faced by
crisis supporters, some of which reflected recent shifts in the work environment. These
stressors provide important context for interpreting wellbeing outcomes among crisis
supporters. The following section reports levels of key wellbeing outcomes, as well as associated

factors.

6.1.2 Examine levels of wellbeing and associated individual and
role-related factors

A second research objective was to examine levels of wellbeing outcomes in crisis supporters, as
well as individual and role-related factors associated with them. This thesis addressed key gaps
in the literature with Chapter 2 estimating the prevalence of compassion satisfaction,
compassion fatigue, psychological distress, and substance use in a large, diverse sample using
psychometrically robust measures. To identify factors associated with wellbeing, multivariate
models were used to control for confounding variables, overcoming limitations of earlier
studies. Interviews in Chapter 3 provided qualitative context to these findings, offering insight
into how crisis supporters experience wellbeing in their role and the factors they perceive as

influencing it.

Wellbeing outcomes revealed a mixed picture. One in three crisis supporters reported high
compassion satisfaction, and almost every interviewee cited motivating or rewarding aspects of
the role, including personal growth, connection with help-seekers, and altruistic fulfilment.
These findings are consistent with high levels of compassion satisfaction reported by several
quantitative studies (Donnellan et al., 2023; Lee-Cheong et al., 2025; Spafford et al., 2023).
Interestingly, no individual or role-related factors were significantly associated with compassion

satisfaction, contrary to the findings of Lee-Cheong et al. (2025) that reported positive
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associations with age and experience. Interview findings aligned with prior qualitative work
emphasising the intrinsic satisfaction derived from the role, where crisis supporters feel a sense
of purpose and that they make a difference (Aguirre & Bolton, 2013; Sundram et al., 2018).

Evidently, for many in the role it is a meaningful source of fulfillment.

In contrast, one in five survey respondents reported high compassion fatigue, and over half the
sample of interviewees described typical symptoms, including emotional exhaustion, irritability,
or avoidance of work. Quantitative findings provide a more precise estimate of compassion
fatigue compared to previous work using the ProQOL-5, which has poor psychometric
properties (Donnellan et al., 2023; Spafford et al., 2023; L. Zhang et al.,, 2021), while qualitative
data contextualised how it manifests in daily practice. Vicarious trauma was not measured in the
survey, but four interview participants described re-experiencing distressing content, which is a
characteristic symptom of vicarious trauma. Taken together, these results confirm compassion
fatigue as a reality for a significant number of crisis supporters, though the majority do not

report high levels.

High psychological distress was reported by one in three survey participants. Similarly, most
interviewees described internalising symptoms, such as sadness, helplessness, or agitation,
occurring due to role-based or workplace-based stressors. At times, this distress led to crisis
supporters leaving work early or not attending at all. These findings add context to Kitchingman
etal's (2017) observation that psychological distress was linked to impaired work performance
in crisis supporters, and adds to limited research investigating this key concept in crisis

supporters.

This research objective also aimed to determine individual and role-related factors associated
with wellbeing. Analysis conducted in Chapter 2 indicated that female gender, years of
experience in the role, and increased time working remotely were associated with higher
compassion fatigue. Younger age, having lived experience of suicide, and providing support over
chat were associated with psychological distress. The large, diverse sample and use of
multivariate models strengthen earlier findings that suggest female crisis supporters
(Kitchingman et al., 2018c) and those of younger age (Kitchingman et al., 2017; Lee-Cheong et
al,, 2025; Roche & Ogden, 2017) report poorer wellbeing outcomes.

Importantly, the recency of this work allowed examination of new features of the crisis support
work environment, a gap evident in prior research. Increased time working remotely and
providing chat-based support were significantly associated with increased compassion fatigue
and psychological distress, respectively. As discussed in section 6.2.1, qualitative findings

provided further insight, with participants describing how remote work limits opportunities to

128



connect with peers, reinforcing research from Cooney and McCashin (2023) and Willems et al.
(2021) that found preliminary evidence of isolation among crisis supporters working remotely.
This thesis is the first to investigate whether modality of support is associated with wellbeing,

with findings suggesting that chat-based support may be a risk factor for distress.

In summary, the crisis supporter role may compromise wellbeing, particularly via compassion
fatigue or psychological distress. At the same time, many persevere in the role, including the
significant proportion that are volunteers, likely due to strong feelings of compassion
satisfaction and prosocial rewards. These contrasting outcomes were associated with
demographic and work characteristics, and it is critical to understand additional factors that
might buffer the impact of stressors or promote wellbeing. The following section builds on these

findings to examine the role of coping strategies in shaping wellbeing outcomes.

6.1.3 How do crisis supporters cope with their work?

Using a mixed-method approach to draw from several sources of evidence, this thesis provides a
comprehensive view of how crisis supporters cope with their role. This research question was
addressed across three components of this thesis: the quantitative survey reported in Chapter
2, the qualitative interviews in Chapter 3, and the first Advisory Group meeting described in

Chapter 5.

Quantitative findings from the survey demonstrated that coping styles were related to each of
the three wellbeing outcomes, which were compassion satisfaction, compassion fatigue, and
psychological distress. Problem-focused coping was consistently linked to better wellbeing in
these three outcomes. In contrast, emotion-focused coping, and to a greater extent, avoidant
coping were related to poorer wellbeing across all three indicators. While this pattern of results
is relatively well-established in helping professionals more broadly (Jamal et al., 2022; Zeladita-
Huaman et al., 2024), the findings of this thesis add evidence to a small body of research

replicating this work in crisis supporters (Dunkley & Whelan, 2006; Kaur, 2021).

These cross-sectional associations were given additional context by qualitative findings from
interviews, which roughly aligned with discussions of coping in the Advisory Group meetings.
Interview participants described a wide range of strategies used to cope with role-related stress,
where most activities reflected problem-focused or emotion-focused strategies, such as
debriefing, grounding exercises, and connecting with peers, friends, or family. Thematic analysis
identified that these could be grouped into ways to manage emotions during shift, post-shift

self-care, social support, and the use of routines to prepare for and complete shift.
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While not captured in quantitative data, organisation-provided supervision was reported as a
key coping resource in qualitative findings, as it has been in previous studies (Kitchingman et al.,
2024; Willems et al., 2021). Participants found debriefing with supervisors helpful in processing
emotions and recognising symptoms of empathy-based stress. Group supervision was also

viewed as beneficial in validating feelings and fostering connection with peers.

Yet, avoidant coping strategies were also described and emerged as a theme in interviews.
Several participants mentioned eating to cope with work-related distress. In addition, as has
been documented in other helping professionals, including paramedics (Carleton et al., 2019;
Sercombe et al., 2025), nurses and doctors (Al-Kayed et al., 2025), evidence suggested that
alcohol and other drugs were used to cope with work-related stress. Nearly half of interview
participants reported using alcohol to manage stress following difficult shifts, with several
noting an increase in consumption since beginning their crisis supporter role. In line with this, a
subset of survey respondents reported moderate-risk substance use, of which the most
prevalent were alcohol (17.3%), sedatives (7.7%), and cannabis (7.2%). High-risk use was
uncommon across all substances with no categories exceeding 0.5%. Taken as a whole, while
some crisis supporters reported hazardous or harmful substance use (moderate-risk), few
reported high-risk patterns indicative of dependence according to the ASSIST scoring algorithms

(Humeniuk et al., 2010).

Avoidant coping behaviours were often acknowledged by participants as unproductive.
Characteristic of avoidant coping (Trudel-Fitzgerald et al., 2024), it is likely that these strategies
provided short-term relief, but were unhelpful in the long-term, as was reflected in quantitative
findings. The survey measured other facets of avoidant coping, specifically cognitive strategies
such as self-distraction and denial (Carver, 1997), which may not have been as readily reflected

in qualitative findings as substance use.

As discussed, qualitative evidence indicated that some crisis supporters engaged in substance
use to manage work-related stress (Chapter 3). However, quantitative findings provided less
direct evidence of this behaviour, though avoidant coping more broadly was strongly associated
with negative wellbeing outcomes (Chapter 2). Accordingly, substance use was not explicitly
targeted in the Refill Your Cup intervention, although there was an emphasis on improving
coping strategies, which may reduce reliance on substance use. While this thesis represents the

first investigation of substance use in crisis supporters, further research is needed.

In summary, many crisis supporters rely on self-motivated, constructive strategies to cope with
stressors. While supervision emerged as a valued organisation-led support in the interviews,

participants also expressed a desire for additional support to be provided to them in their role.
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Considering that in the current environment, a subset of crisis supporters reported adverse
effects to their wellbeing and may engage in avoidant coping (including problematic substance
use), there is a clear gap for additional structured interventions to complement self-led

productive coping efforts.

6.1.4 What interventions demonstrate efficacy in improving the
wellbeing of crisis supporters or similar professions?

Despite the clear need for interventions to support crisis supporters, as indicated by the findings
of Chapters 2-3, the availability of such interventions and their efficacy is unknown. To address
this gap in the literature, Chapter 4 conducted the first systematic review and meta-analysis of
interventions aimed at improving the wellbeing of professionals who support people in mental
health crisis. Thirteen studies met inclusion criteria. Notably, no published interventions had
been evaluated in crisis supporter populations. The studies included in the review targeted
social workers (n = 11) and counsellors (n = 2). This confirmed a critical gap in the literature;
while wellbeing challenges among crisis supporters are increasingly recognised, evidence-based

programs developed for—or tested within—this workforce remain absent.

Within counsellors and social workers, the most frequently used intervention approaches were
mindfulness, ACT, and psychoeducation. The overall quality of the evidence was low: three
studies were rated as poor, seven as fair, and only three as good quality, restricting the strength
of conclusions that could be drawn. A meta-analysis of a subset of controlled studies, revealed
moderate and statistically significant reductions in stress (n = 4; g =-0.62) and burnout (n=3; g
=-0.46), suggesting interventions may have the potential to improve wellbeing in crisis-facing
professionals. This is consistent, albeit smaller, than the effect size reported in Lipsa et al.'s
(2024) meta-analysis which included 12 empathy-based stress interventions for helping
professionals. Both meta-analyses conducted subgroup analyses where online interventions
showed promise. Whereas Chapter 4 found that online interventions were comparable in
effectiveness to in-person interventions, Lipsa et al. (2024) reported that online interventions

were significantly more effective in reducing empathy-based stress.

Integrating these findings, Chapter 4 confirms the urgent need for the development and
evaluation of wellbeing programs tailored for crisis supporters. However, findings suggest that
interventions have the potential to improve the wellbeing of those who provide counselling to
people in crisis. Therapeutic approaches including ACT, mindfulness, or psychoeducation

approaches appear promising, and as do interventions delivered online. These insights,
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combined with those of Chapters 2 and 3, provide a clear rationale for the co-design and

preliminary evaluation program of work described in Chapter 5.

6.1.5 How do crisis supporters want to be supported in their role?

Crisis supporters’ support preferences were addressed by the thematic analysis of interviews
(Chapter 3), as well as in the Advisory Group Meetings 1 and 2, (Chapter 5). These results filled
a gap in the literature and addressed the Dream phase of the Appreciative Inquiry framework
guiding this thesis. Crisis supporters identified a wide range of ways to be supported in their
work. A breadth of additional supports were suggested, including check-in tools,
psychoeducation, grounding exercises, opportunities for social connection, and supervision

preferences.

One commonly expressed need was psychoeducation relating to ways to cope with empathy-
based stress. In the findings of Chapter 3, addressing empathy-based stress emerged as a
subtheme under support needs. A majority of interviewees indicated that they had limited
knowledge of concepts such as compassion fatigue. Across interviews and Advisory Group
meetings, participants suggested that information about symptoms, risk factors, and
preventative strategies could be helpful. Other resources that provided recommendations for
self-care strategies that could be incorporated into breaks were requested. In interviews,
participants also expressed interest in tools for measuring wellbeing. Within the Advisory
Groups, this interest translated into concrete suggestions, specifically for self-assessment or
check-in tools, that provide personalised feedback regarding levels of compassion fatigue or

distress.

Grounding, mindfulness practices, and other self-led emotional regulation strategies were
identified as important components of in-shift coping in the qualitative findings of Chapter 3.
This theme was reinforced during Advisory Group meetings, where members noted that tools to
support grounding, mindfulness, and breathing exercises would be particularly useful to manage
stress during or between interactions. This suggestion aligned with crisis supporters’ preference

to use wellbeing resources within the workflow of a shift, rather outside of work.

Crisis supporters often expressed a strong desire for greater connection with their peers. This
desire emerged as a theme in the thematic analysis conducted in Chapter 3, where 9/15
participants raised this issue. Advisory Group participants similarly suggested several initiatives
to increase workplace connection, like dedicated space for informal debriefing and casual
conversation. This need appeared particularly relevant to those working remotely, which

accounted for an average of 33.5% of time worked, as shown in Chapter 2. There is some
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evidence for the importance of social connection in promoting wellbeing, as Donnellan et al.
(2023) found that perceived social support was significantly associated with compassion
satisfaction among crisis supporters. Increasing social connection may play a meaningful role in

improving wellbeing but likely requires cultural shifts within organisations.

Supervision was the most valued existing form of support by a large margin and should remain a
central pillar of wellbeing structures. Nonetheless, participants across the studies in Chapters 3
and 5 suggested strategies to augment existing supervisory frameworks, consistent with the
Appreciative Inquiry approach of leveraging and building on existing strengths. Resources were
requested to guide discussions with supervisors, particularly for new crisis supervisors,
including prompts such as “What has been a good call for you recently?” or “Have any calls been
challenging or sat with you?”. Participants also felt that they had to advocate for themselves to
receive supervision, but at times lacked the capacity to if they were drained or exhausted. They
called for a change in the provision of supervision, so that it was opt-out or proactively

administered.

These findings address a critical gap in knowledge by providing insight into how crisis
supporters prefer to be supported in their role. Assessing preferences is an important step in
tailoring appropriate support frameworks (Merriel et al., 2022) and has been explored in
healthcare professionals (Maple et al.,, 2024; Pellikka et al., 2024). Research regarding support
preferences among mental healthcare roles is scarce, and this thesis represents the first
investigation of support preferences among crisis supporters specifically. Consulting end-users
in design can increase the appropriateness of interventions in satisfying workforce priorities

and avoiding re-inventing the wheel (Chalmers & Glasziou, 2009).

Results indicated several new areas for development of new support strategies, including
psychoeducation, self-led grounding, self-assessment and personalised feedback, connection
with peers, and existing supports to be bolstered, including supervision. These findings directly
inform the next component of this thesis, which sought to design and conducted a preliminary

evaluation of a wellbeing intervention for crisis supporters.

6.1.6 What is the outcome of a co-design process and preliminary
evaluation of a wellbeing program for crisis supporters?

Chapter 5 described the first documented development and preliminary evaluation of an
intervention for crisis supporters. This chapter directly filled a gap in the literature that has

been described as an urgent need in two systematic reviews of crisis supporter wellbeing
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(Kitchingman et al.,, 2018b; Willems et al., 2020). It also served as the Design phase of

Appreciative Inquiry.

A central strength of this work was its co-design process. An Advisory Group (n = 8) provided
input into the intervention from its inception and across multiple iterations, as is recommended
by co-design guidelines (Slattery et al., 2020). Co-design is recognised to increase the specificity
of an intervention by tailoring it to the needs and context of end-users (Domecq et al.,, 2014;
NHMRC, 2016). In this study, Advisory Group contributions shaped the program’s core
components and several aspects of the program, including its core components and online
modality. The prototype intervention was well-received in the preliminary evaluation regarding
feasibility, appropriateness, and acceptability. These indicators are recognised predictors of
implementation success (Weiner et al., 2017), suggesting promising rates of adoption and

engagement among crisis supporters.

Evidence from the systematic review and meta-analysis in Chapter 4 indicated that
interventions including ACT, mindfulness, and psychoeducation were effective in improving
wellbeing among roles who provide counselling to people in crisis. Subgroup analyses found
that online modalities were an efficacious delivery method, consistent with findings from
interventions for healthcare professionals more broadly (Lipsa et al., 2024). Taken together, this
evidence suggests that the online Refill Your Cup intervention, comprising an ACT-based learning
program, psychoeducational factsheets, and grounding exercises, may hold promise for

improving crisis supporter wellbeing.

This study represents a milestone in the field of crisis supporter wellbeing, as researchers move
from researching the problem to testing solutions. It demonstrates the preliminary feasibility of
a digital, co-designed wellbeing intervention for this population. The chapter lays the

groundwork for a future comprehensive trial of the Refill Your Cup intervention, which may have
significant potential as an easily scalable wellbeing program for crisis supporters if shown to be

effective.

6.2 Implications

The findings of this thesis have implications for crisis supporters, the organisations that
coordinate crisis lines, and the funders and policymakers who resource them. The below

sections will outline these implications grouped by those impacted.
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6.2.1 Implications for crisis supporters

These findings have several important implications for crisis supporters themselves, who play a
crucial role in mental healthcare systems by delivering accessible care to wider communities.
Taken together, the studies evidence the assertion that the crisis supporter role is characterised
by distinct benefits, but also by inherent demands that can adversely affect wellbeing. Crisis
supporters may be able to mitigate the impact of stressors by employing effective coping
strategies and actively engaging with wellbeing interventions. With appropriate management of
stressors, the positive dimensions of the role such as a sense of altruism, connection, and
personal growth (reported in Chapter 3), alongside compassion satisfaction, may compensate

for negatives.

The results indicate that crisis supporters may find it helpful to engage in problem-focused
coping activities (e.g., supervision, solution-focused journalling) and to limit levels of avoidant
coping (e.g., substance use, self-distraction). It must be noted that these results are informed by
cross-sectional methodologies used in this thesis, which were unable to establish the
directionality of effects. However, longitudinal research among workers (Achnak & Vantilborgh,
2021) and the general population (Holahan et al., 2005) report that problem-focused coping
predicts higher wellbeing and avoidant coping predicts poorer wellbeing, although the exact
causal mechanisms are less well-explored. A diverse range of coping strategies reported as
helpful by experienced crisis supporters included shift preparation routines, techniques used in-
shift for emotional regulation, and post-shift self-care. Knowledge sharing of ‘healthy’ coping
strategies amongst peers may also be beneficial, potentially in group supervision or similar

environments.

In addition to self-led coping strategies, findings from Chapters 4 and 5 suggest that crisis
supporters can play an active role in improving their own wellbeing by engaging with structured
interventions. Interventions such as ACT and mindfulness, show promise in reducing levels of
empathetic-based stress. The digital Refill Your Cup program requires further development and
evaluation to assess efficacy in improving wellbeing. However, preliminary evaluation indicated
that the intervention’s components, including psychoeducation factsheets, grounding exercises,
and tailored ACT, were well-received in their perceived usefulness and feasibility to support

wellbeing at work.
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6.2.2 Implications for crisis supporter organisations

Organisations that coordinate crisis lines have a key role in supporting the wellbeing of their
frontline workforce. Alongside prior research (Kitchingman et al., 2017; Kitchingman et al.,
2018; Willems et al., 2021), findings from this thesis suggest that wellbeing issues not only
impact crisis supporters but also have implications for broader service quality and

sustainability.

Chapter 3 reported several cases where distress caused absenteeism or impaired functioning at
work. Kitchingman et al. (2018c) found that this distress-related impairment was associated
with reduced use of core counselling skills. Further, work-related stressors have been linked to
higher intention to leave the role (Willems et al., 2021). Overall, this evidence suggests that
distress among crisis supporters may compromise the quality of care provided and increase
costly outcomes for organisations, such as turnover and absenteeism. These risks, along with
responsibilities to care for staff, underscore the imperative of organisations to take meaningful

action to promote wellbeing.

A key area for focus is mitigating the effects of role-related stressors, which negatively impact
wellbeing (Willems et al.,, 2021). Some challenges, such as managing uncertainty or trauma
exposure may be managed by further training or support mechanisms triggered by high-risk
calls. Crisis supporters also expressed a want for support and clear policy in managing certain
caller profiles. Pirkis and colleagues (2016) propose an alternate care pathway for known
frequent callers to specially trained staff, a strategy that organisations may consider adopting.
Given the emotional impact of abusive and sexually inappropriate calls, organisations should

explore protective policies and support for affected crisis supporters.

Workplace-related stressors should be addressed, particularly high perceived work demands
and shift work. Crisis supporters expressed a desire for a cultural shift that prioritises worker
wellbeing over performance metrics, which may be considered by organisations. Shift work
contributed to fatigue and social isolation, as it has in many other occupations (Moreno et al.,
2019). Organisations should communicate clear, evidence-based guidelines, for example Shriane

etal.'s (2023) healthy sleep practices for shift workers.

Feelings of isolation from peers was common and not limited to shift workers. Social connection
among crisis supporters may reduce burnout or increase compassion satisfaction (Donnellan et
al,, 2023; Spafford et al., 2023). Isolation has also been identified as one of the most important
factors relating to turnover. Of 25 stressors, lack of contact with other volunteers showed the

strongest association with intention to leave (Willems et al., 2021). Throughout this thesis,
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participants consistently expressed a desire to socialise and casually debrief with peers.
Organisations should foster social connection, particularly for remote or shift workers.
Opportunities include ‘connection groups’, which were well-received communal craft sessions
over Zoom used during pandemic restrictions, and for in-person connection, social outings and

shared break spaces.

Findings from this thesis have several implications for strengthening organisation-provided
supervisory frameworks. Evidence from other frontline personnel demonstrates the importance
of managerial and leadership support for wellbeing. For example, among paramedics, fostering
an environment perceived to support psychological safety is associated with higher wellbeing
(Petrie et al,, 2018), while greater perceived quality of leadership is related to lower PTSD

symptoms in military personnel (Jones et al., 2012).

Within the findings of the thesis, crisis supporters expressed a clear preference for in-person
supervision, yet noted that even when working on-site, supervision was often delivered online.
Organisations should therefore aim to provide in-person supervision where feasible. Another
recommendation was incorporating education about empathy-based stress into supervisory
interactions, including symptom recognition and the use of actionable strategies, such as
problem-focused coping. Additionally, during work hours, supervision should function on an
opt-out rather than opt-in basis, as crisis supporters reported being least able to advocate for
support when they were emotionally exhausted and most needed it. Ensuring that supervision
is accessible and proactive rather than reactive may help cultivate the psychologically safe

environment linked with improved wellbeing in other frontline workforces.

Finally, it is imperative that organisations invest in the implementation and evaluation of
wellbeing interventions. Organisations should consider evaluating the effectiveness of existing
supervision frameworks, to ensure care is evidence-based. In parallel, findings from this thesis
suggest that ACT, mindfulness, and psychoeducation approaches show promise in reducing
stress and burnout. The Refill Your Cup program employs these therapeutic approaches and was

considered feasible and useful for integration into the work context.

A consensus among Advisory Group members was that organisations should embed a culture
that prioritises wellbeing, to create conditions that facilitate help-seeking among staff. Investing
in visible wellbeing initiatives can send a strong signal that crisis supporter wellbeing is
prioritised. This cultural shift supports individuals, but also may bring broader organisational
benefits, including improved retention, reduced absenteeism, and higher service quality. By
mitigating stress-related impairment, organisations may also improve outcomes for callers and,

ultimately, benefit the wider community.
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6.2.3 Implications for funders and policymakers

This thesis highlights a need for sustained monetary investment in the wellbeing of crisis
supporters, and crisis lines more broadly. In Australia, crisis supporters are a critical frontline in
suicide prevention strategies (Australian Government Department of Health and Aged Care,
2020; National Suicide Prevention Office, 2025). However, they are absent from the National
Mental Health Workforce Strategy which outlines supports for workers (Australian Government
Department of Health and Aged Care, 2022), potentially due to the volunteer status of many
crisis supporters. However, a significant proportion are paid, full-time workers and further,

volunteers completing critical work must not be overlooked.

Funders and policymakers should recognise crisis helplines not only as vital public health
infrastructure, but also as workplaces that require resourcing to sustain their workforce and
protect them from occupational risks. Findings from Chapter 2 indicated that one in three crisis
supporters reported high psychological distress—three times higher than the general
population (Slade et al., 2011). Investment should be directed to strengthening existing
supports like supervision and funding the evaluation and potential scale-up of evidence-based

wellbeing interventions tailored to this workforce.

Given the proven effectiveness of crisis lines and the mostly volunteer makeup of the workforce,
crisis lines are likely cost-effective areas to direct Australian federal and state funding to address
national suicide prevention goals. In the context of rising demand for mental health services,
investing to address crisis supporter distress and as such, downstream effects on crisis line

functionality, is economically and socially prudent.
6.3 Strengths and limitations

6.3.1 General strengths

This thesis has several strengths. Firstly, in all studies that collected primary data (Chapters 2,
3, and 5), crisis supporters were recruited from multiple organisations. The survey sample was
heterogeneous and included crisis supporters across 38 different crisis lines. Sampling from
more than one crisis line per study is uncommon in this field (Willems et al., 2020). Considering
the diverse nature of the crisis supporter population (e.g., volunteers vs employees, phone vs
chat-based, varied shift hours including night shifts), broad recruitment strategies should be
used to improve the generalisability of findings. Within this thesis, the heterogeneous Advisory

Group increases the relevance of the co-designed intervention.
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A second strength was the multi-method design of studies, which were integrated into a larger
project through the Appreciative Inquiry framework. The Discover, Dream, and Design phases,
which were conducted in this thesis, comprised a large survey, qualitative interviews, and a
systematic review and meta-analysis. This multifaceted approach enabled integration of
quantitative (Chapter 2) and qualitative findings (Chapter 3), and empirical evidence of
evaluated interventions (Chapter 4), to be considered alongside lived experience co-design
processes (Chapter 5) to inform the intervention prototype. The application of the Appreciative
Inquiry framework provided cohesion across these studies in serving the overall goal of
intervention development. Consequently, while this represents the first documented
development of an intervention for crisis supporters, the prototype is grounded in an unusually

substantial body of scoping research.

Further, the framework’s strength-based approach was well-suited to this population, who
displayed significant existing capacity to cope in their role and had access to some wellbeing
supports provided by their organisations, particularly supervision. As is recommended by the
approach, some existing strengths were integrated in the intervention prototype, for example,
grounding exercises and recommended coping strategies in the ACT program. The strength-

based approach will be carried forward as development of the final intervention progresses.

Another key strength was the candidate’s lived experience as a crisis supporter, which increased
rapport with participants and organisational stakeholders. This background granted an intrinsic
subject-matter expertise in the day-to-day experience, terminology, and culture of crisis support
work. When people with lived experience shape research agendas, outputs are more likely to
reflect their priorities and resonate with their values (Bellingham et al,, 2023; Chalmers &
Glasziou, 2009; Slattery et al., 2020). While the candidate was not a practicing crisis supporter,
the co-design process fostered collaboration with current workers, albeit without formal shared
decision making. Overall, the thesis strived to place crisis supporters at the centre of research,

through both the lived experience of the candidate and co-design methods.

6.3.2 General limitations

Despite these strengths, several limitations should be acknowledged. Chapters 2 and 3 used
convenience sampling, rather than a random sampling strategy. This limited the generalisability
of findings and reduced the epidemiological rigour of reported associations and prevalence
rates. However, the sample from Chapter 2 was similar to from previous work purported to be
representative of crisis support populations (Kitchingman et al., 2018c). Another significant

limitation is the cross-sectional design of Chapter 2, which meant that causal inferences could
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not be drawn from findings. For example, while coping strategies were related to wellbeing

outcomes, the directionality of these associations remains unclear.

Another limitation relates to the immaturity of the field investigating empathy-based stress.
Compassion fatigue and compassion satisfaction were central focuses of this thesis, yet the
broader literature is marked by significant debates about how these constructs should be
defined and measured. Although this thesis sought to strengthen measurement by using the
psychometrically improved ProQOL-21 (Heritage et al.,, 2018) in Chapter 2, the instrument does
not yet have the extensive validation or normative data available for more established tools,

such as the K10 (Kessler et al., 2002).

Related to this field being in early stages, a limitation of the systematic review and meta-analysis
conducted in Chapter 4 was the small number and modest quality of included studies. This
restricted the strength of inferences that could be drawn and limited the certainty of effect size
estimates. Therefore, the evidence base used to inform the Design phase may have been

constrained by the lack of large, rigorous body of literature to draw inferences from.

Other limitations pertain to the co-design process conducted in Chapter 5. While the Advisory
Group played a meaningful role in intervention design, higher degrees of end-user involvement

are possible (e.g., participatory governance models; Bellingham et al., 2023).

6.4 Future research directions

6.4.1 For crisis supporter wellbeing research

While researchers have been cognisant of the demanding nature of crisis line roles for almost 50
years (Cyr & Dowrick, 1991), the field of research seeking to improve crisis support wellbeing
remains in its early stages. Most studies to date are cross-sectional, use convenience samples,

and no initiatives to improve wellbeing have been evaluated in the literature.

While cross-sectional research, including the studies described in Chapters 2 and 3, provide
important descriptive and associative insights, they are unable to infer causal relationships.
Future research should use longitudinal designs and causal methods to investigate causality
between key variables, such as stressors, coping styles, and wellbeing outcomes. Other potential
risk factors identified in this thesis, such as proportion of time working remotely or delivering
support over chat, as well as protective factors (e.g., social connection), should be explored to

confirm if they are antecedents to compassion fatigue or psychological distress.

Beyond causal research, there is a need for the evaluation of existing organisation-level

wellbeing frameworks and the continued development of novel interventions for crisis
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supporters to address unmet needs. While cross-sectional studies investigated links between
supervision and vicarious trauma (Dunkley & Whelan, 2006; Furlonger & Taylor, 2013), the

effectiveness of supervisory frameworks should be confirmed with trial designs.

Regarding the Refill Your Cup prototype, future research should extend this work by continuing
development in consultation with crisis support organisations and seeking clinical review of
content to ensure fidelity to therapeutic principles. Critically, the next steps are to complete
development of Refill Your Cup, then conduct an RCT to assess its effectiveness in improving
wellbeing outcomes including compassion satisfaction, compassion fatigue, and psychological
distress. Collectively, these directions move the field beyond description towards evidence-

based strategies to support the wellbeing of the crisis supporter workforce.

6.4.2 Empathy-based stress research

Empathy-based stress remains an underdeveloped field of research. Despite widespread use of
related constructs like compassion fatigue, vicarious trauma, and secondary traumatic stress,
measurement tools and conceptual clarity are lacking (see the literature review in Chapter 1).
Widely used measures face questions around validity and factor structure, and the constructs
themselves are often used interchangeably. This definitional ambiguity has limited the field’s

progression and impeded recognition in formal mental health taxonomies.

The most widely-used measurement tool for compassion fatigue and compassion satisfaction,
the ProQOL-V (Stamm, 2010), has received significant criticism for its psychometric properties
and factor structure (Hotchkiss & Wong, 2022). These issues were addressed in the revised
version used in this thesis, the ProQOL-21 (Heritage et al., 2018). For constructs like vicarious
trauma or secondary traumatic stress, researchers often use PTSD instruments for
measurement (e.g., the Impact of Event Scale-Revised; Weiss, 2004). Specific, reliable, and valid
tools should be used for measuring empathy-based stress and there is a strong argument for the

development of new measurement tools.

Robust measurement and definitional clarity may lead to formal recognition of empathy-based
stress. Rigorously establishing symptom profiles for each construct could inform diagnostic
criteria, and potentially, recognition in taxonomies of mental health conditions. There is
precedent for such recognition of empathy-based stress, as repeated indirect exposure to work-
related trauma was included in the DSM-5 as a qualifying antecedent to PTSD (American
Psychiatric Association, 2022). Advancing this field requires rigorous measurement, and the
establishment of robust prevalence data in key populations, with the aim to strengthen the case

for prevention and treatment efforts.

141



6.5 Conclusion

This thesis provides the first roadmap toward the delivery of a wellbeing intervention tailored
for crisis supporters, who form the backbone of crisis lines. This intervention marks a
progression of this field from problem identification into the development of support strategies.
Future research should continue this trajectory by designing, evaluating, and implementing
interventions to promote wellbeing among crisis supporters and ensure the sustainability of

crisis lines.
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Appendix A

Advertising materials for the online survey

[ ::Tzfj'%- THE UNIVERSITY OF
SYDNEY ARE YOU A

| CRISIS

Matilda Centre
ARE YOU A

CRISIS
SUPPORTER?

Have your voice heard.

SUPPORTER?

Have your voice heard.

We're researching crisis

, ] o supporter wellbeing. Take
We re resedrchlng Crisis

supporter wellbeing. Take our
confidential survey now.

our confidential survey now.

CRISIS
SUPPORTER?

We're researching crisis

supporter wellbeing.

Take our confidential

sSurvey now.
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Appendix B

Online survey

You are invited to participate in a study of crisis supporter/telephone counsellor wellbeing. By
the term crisis supporter/telephone counsellor, we mean a person who provides crisis
intervention and emotional support (e.g., Lifeline, MensLine). These services are typically free
and offer one-off or short-term support. This definition does not include those providing
telehealth consultations (e.g., psychologists, GPs). We are seeking to know more about the
experience of crisis supporters and telephone counsellors to support people who volunteer or
work in this role. Results from this survey will inform the development of a wellbeing program

built specifically to support those in these roles.

The survey takes about 15-20 minutes to complete. You may not be able to return to your place
in the survey if you are called away before submitting your response, so you may want to start

the survey when you're sure you have enough time to complete it.

Any information you give as a participant in this research will be kept completely confidential

and anonymous.
Click 'next' below to read the Participant Information Statement and proceed to the survey

[Next]
Participant Information Statement and Consent Form (Brief)

(1) What is this study about?

Researchers at The Matilda Centre for Research in Mental Health and Substance Use, University of Sydney,
are conducting an online survey to better understand the mental wellbeing of crisis supporters (also

referred to as telephone counsellors in some organisations) and how they cope with stress.

You have been invited to participate because you are an active crisis supporter/telephone counsellor, or
you have been in the past 3 months. Participation in this research study is completely voluntary and all

survey responses will be kept strictly confidential.
(2) What will this study involve for me?

If you choose to participate in this research study, you will first answer some screening questions online
to determine if you are eligible to participate in our research. If you are eligible to participate, you will be

directed to the survey. If you are not eligible, you will be directed out of the survey. The survey includes
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questions about your role, stressors associated with your role, your overall sense of wellbeing, the way

you cope with stress, and your use of alcohol or other drugs.
(3) How much of my time will the study take?

Completing this survey will take 15-20 minutes.

(4) Are there any risks associated with being in the study?

Some of the survey questions are about alcohol or other drug use and other aspects of mental health. As
such, some of the questions may cause you to feel discomfort or distress. If this happens, please call or

message on of the 24/7 support service/s listed below:

Lifeline on 13 11 14 (chat: https://www.lifeline.org.au),

Beyond Blue on 1300 224 636 (chat: https://beyondblue.org.au),

the Suicide Call Back Service on 1300 659 467 (chat: https://www.suicidecallbackservice.org.au), or
the National Alcohol and Other Drug Hotline on 1800 250 015.

As you may work or volunteer at one of these services, you may be more comfortable choosing one you're

not affiliated with. You may also email the researchers at jayden.sercombe@sydney.edu.au.

(5) Do I have to be in the study?

Participation in this study is completely voluntary and you do not have to take part. Your decision whether
to participate will not affect your relationship with the organisation you volunteer or work at as a crisis
supporter/telephone counsellor, or with the researchers or anyone else at The University of Sydney (or

any other affiliated institution).

You will be able to review and change your responses before you submit the questionnaire, however, once
it is submitted you may no longer change your responses. This is because the response is anonymous and
cannot be identified once submitted. If you complete and submit your survey response, we will consider

that implied consent to participate in this study.
(6) What if I would like further information about the study?

When you have read this information, please open the Full Participant Information below to read more
about the study. If would like to know more, feel free to contact Jayden Sercombe (email:

jayden.sercombe@sydney.edu.au).

[Embed the Full Participant Information Statement and Consent Form] for participants to read.

Click here to read and download a copy of the Participant Information Statement

By choosing to continue with the survey you are consenting to participate in the study.

Screening and demographic questions
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Q1. Crisis supporters/telephone counsellors are volunteers or paid employees who provide
crisis intervention and emotional support. Crisis support/telephone counselling services are

typically free and offer one-off or short-term support.

Are you an active, or recently active (in the past 3 months) crisis supporter/telephone

counsellor?

e Yes, I'm an active or recently active crisis supporter/telephone counsellor
e No, [ used to be a crisis supporter/telephone counsellor
e No, | have never been a crisis supporter/telephone counsellor

If respondent selects the 2nd or 3rd responses, show end of survey message (see Supplementary

Material A)

Q1b. Is your current or recent (in the past 3 months) crisis supporter/telephone counsellor role

based in Australia?

e Yes, my role is based in Australia
e No, myrole is based in another country

If respondent selects the 2nd response, show end of survey message (see Supplementary

Material A)

Q2. This survey is for volunteers or paid crisis supporters/telephone counsellors who provide

support over technology-based services (i.e., over the phone or over text / online chat).

How do you provide crisis support/telephone counselling in your role? Please select all that

apply

Over telephone
Over online chat
Over text (SMS)
In person

Oo00

If respondent only selects “in person”, show end of survey message (see Supplementary Material

A)

» o«

Q2a. [show if selected more than one of “over telephone”, “over online chat” or “over text

(SMS)’]

You selected you provide support or counselling over multiple mediums: which way do you most

frequently provide crisis support?

Over telephone
Over online chat
Over text (SMS)
In person

[y
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If respondent only selects “in person”, show end of survey message (see Supplementary Material

A)
Q3. What is your age?
[number field]

If respondent is under the age of 18, show end of survey message (see Supplementary Material

A)

Q4. How do you describe your gender?

e Male

e Female

e In any other way [please specify]
e Prefer not to say

Q5. Is the gender you identify with the same as your sex assigned at birth?

e Yes
e No
e Prefer not to say

Q6. How do you describe your sexual orientation?

Straight or heterosexual

Lesbian, gay or homosexual

Bisexual

[ use a different term - please specify: [open textbox]
Prefer not to say

Role description

The following questions relate to your role as a crisis supporter/telephone counsellor at your
current (or most recent) organisation. Just a reminder that this survey is anonymous and

completely confidential, so no identifying information about you will ever be released.
Q7. Which organisation do you volunteer or work at?

e Lifeline

e On the Line (e.g.,, MensLine, Suicide Call Back Service, SuicideLine)
e Kids Helpline

o Headspace

e (Government crisis/helpline

e Prefer not to say

e Other organisation [open text]
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Q7a. [if selected On the Line for Q7. display this question] Please indicate which On the Line

service you primarily volunteer or work at.

MensLine Australia
Suicide Call Back Service
SuicideLine Victoria
Other service: [open text]

Q7b. [if selected Government crisis/helpline for Q7. display this question] Please specify which

government crisis/helpline you primarily volunteer or work at.

Other service: [open text]

Q8. Are you a paid or volunteer crisis supporter/telephone counsellor?

Volunteer

Paid

Primarily volunteer, but I occasionally complete a paid shift
Primarily paid, but I occasionally complete a volunteer shift

Q9. How many hours of crisis support/telephone counselling shifts (paid or volunteer) do you

complete each month on average?

0-5 hours

5-10 hours

10-15 hours
15-20 hours
20-30 hours
30-40 hours
40-50 hours
50-60 hours

60 hours or more

Q10. How long have you worked /volunteered as a crisis supporter/telephone counsellor? If you

have ever taken a break from this role, please add up the years that you have been an active

crisis supporter/telephone counsellor.

Less than 6 months
6-12 months

1-2 years

3-5years

6-10 years

More than 10 years

Q11. What proportion of your crisis supporter/telephone counsellor work in the past year was
undertaken remotely (i.e., working from home)?
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[Slider from 0% to 100%]

Q12. Other than the training you received from the organisation you work or volunteer for as a

crisis supporter/telephone counsellor, have you completed educational, vocational, or

professional training in counselling or mental health? Please select all that apply.

[ have completed a diploma in counselling or mental health

[ have completed an undergraduate university degree in counselling or mental health
[ have completed a postgraduate university degree in counselling or mental health

[ am currently studying a qualification in counselling or mental health

[ have completed training relating to my crisis supporter/telephone counsellor role
through my current organisation

Other relevant qualification (please specify)

000D DO

o

Q13. In what area do you conduct your crisis support/telephone counselling role? If you work

from home, please indicate the area in which you live.

e Major urban area (population between 100,000 - 1 million or more)
e Other urban or country area (population between 1000 - 99,999)

e Small country or rural area (population between 200 - 999)

e Rural/remote area (population less than 200)

Workplace and work factors

Q14. What challenges do you face relating to your role as a crisis supporter/telephone

counsellor that negatively impact your mental health and wellbeing? (tick all that apply)

High job demands (e.g., workload or time pressure)

Lack of control over how I do my job

Unclear job role or responsibilities, or conflict between different roles/responsibilities
Poor support from colleagues

Poor support from supervisors

Job insecurity (uncertainly about future work)

Conflict with others at work

Workplace bullying/ harassment

Long work hours

Shift work

Lack of reward/recognition for work

Lack of flexibility in work hours

Long commute to work

Difficulty with working remotely (e.g., working from home)

Hazardous physical work environment

Trauma exposure (e.g., suicide-related calls, abuse calls)

Other (please specify: _____ )

[ don't face any challenges at work that negatively impact my mental health and wellbeing

I
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Q15. Below is a list of potential stressors to do with the crisis supporter/telephone counsellor
role. Please indicate if any of these scenarios negatively impact your mental health and

wellbeing? (tick all that apply)

Client has a psychiatric condition

Client presents as suicidal

Client is argumentative

Client talking so much that you’re unable to contribute to the conversation
Client shares a lot of complaints with you

Client expects too much from you that you cannot provide as part of your role
Client is exhibiting extreme/catastrophic thinking

Client has sexual intentions with the conversation

Client tells story in which children or animals are victims

Client contacts the line frequently and does not appear to be in distress

Client under the influence of alcohol or drugs

Client busy with other things during conversation

Client shares a story where it is difficult to determine how much is truth
Client says they intends to mistreat someone (human or animal)

Client’s story includes content that causes you a personal emotional reaction
Client interaction ends in uncertainty; you're not sure what happened with the client after
the interaction

Other: (please specify: ____ )

[y iy oy Wy

O

Mental wellbeing

The following questions ask about your quality of life at work, including aspects of your work
as a crisis supporter/telephone counsellor that you find rewarding as well as aspects that

may be challenging.

These questions are important as they tell us what crisis supporter/telephone counsellors find

motivating about their role, and where they could use more support.
ProQOL-21

Q16. When you support people, you have direct contact with their lives. As you may have found,
your compassion for those you support can affect you in positive and negative ways. Below are
some questions about your experiences, both positive and negative, as a crisis
supporter/telephone counsellor.

Consider each of the following questions about you and your current crisis supporter/telephone

counsellor role. Select the number that honestly reflects how frequently you have experienced
these things in the last 30 days.
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[ get satisfaction from being able to support
people.

[ feel invigorated after working with those I
support.

[ am not as productive in my role because [ am
losing sleep over traumatic experiences of

a person I support.

[ think that I might have been affected by the
traumatic stress of those I support.

I feel trapped by my role as a crisis
supporter/telephone counsellor.

Because of my role, [ have felt "on edge" about
various things.

I like my role as a crisis supporter/telephone
counsellor.

I feel depressed because of the traumatic
experiences of the people I support.

[ feel as though I am experiencing the trauma
of someone I have supported.

[ am pleased with how I am able to keep up
with crisis supporter/telephone counsellor
techniques and protocols.

My role makes me feel satisfied.

I feel worn out because of my role as a crisis
supporter/telephone counsellor.

[ have happy thoughts and feelings about those
[ support and how I could help them.

I feel overwhelmed because my case load
seems endless.

I believe I can make a difference through my
role.

[ avoid certain activities or situations because
they remind me of frightening experiences

of the people I support.

[ am proud of what I can do to support.

As aresult of my role, I have intrusive,

frightening thoughts.

Very

Never Rarely | Sometimes | Often often
0O O O © ©
O O © © ©
O O © © ©
O ® © © ©
o O O © ©
0O O O © ©
0O O © © ©
0O O O © ©
O O © © ©
O O © © ©
0O O O © ©
0O O O © ©
0O O O © ©
0O O O © ©
O O © © ©
0O O O © ©
O O O © ©
0O O O © ©
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[ feel "bogged down" by the system. O O O O O
[ have thoughts that I am a "success" as a crisis
supporter/telephone counsellor.

[ am happy that I chose to do this role. @) O O O O

Brief-COPE

Q17. The following questions ask how you have sought to cope with stressful experiences to do
with your crisis supporter/telephone counsellor role in the past 12 months. Read the

statements and indicate how much you have been using each coping style.

[ haven’t been A little bit A medium I've been doing
doing this at all amount this a lot
['ve been turning to work or other activities
. ) O O O O
to take my mind off things.
['ve been concentrating my efforts on doing
. o , O O O O
something about the situation I'm in.
['ve been saying to myself "this isn't real”. O O O O
['ve been using alcohol or other drugs to
O O O O
make myself feel better.
['ve been getting emotional support from
O O O O
others.
['ve been giving up trying to deal with it. O O O O
['ve been taking action to try to make the
N O O O @)
situation better.
['ve been refusing to believe that it has
O O O O
happened.
['ve been saying things to let my unpleasant
) O O O O
feelings escape.
I've been getting help and advice from other
O O O O
people.
['ve been using alcohol or other drugs to
. O O O O
help me get through it.
['ve been trying to see it in a different light,
. . O O O O
to make it seem more positive.
I've been criticizing myself. O O O O
['ve been trying to come up with a strategy
O O O O
about what to do.
['ve been getting comfort and
. O O O O
understanding from someone.
['ve been giving up the attempt to cope. O O O O
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['ve been looking for something good in
: . O O O O
what is happening.
['ve been making jokes about it. O O O O
['ve been doing something to think about it
less, such as going to movies, watching TV,
. . . O O O O
reading, daydreaming, sleeping, or
shopping.
['ve been accepting the reality of the fact
) O O O O
that it has happened.
['ve been expressing my negative feelings. O O O O
['ve been trying to find comfort in my
. . . O O O O
religion or spiritual beliefs.
I've been trying to get advice or help from
O O O O
other people about what to do.
['ve been learning to live with it. O O O O
['ve been thinking hard about what steps to
O O O O
take.
I've been blaming myself for things that
O O O O
happened.
['ve been praying or meditating. O O O O
['ve been making fun of the situation. O O O O

The following questions ask about your lived experience. If you are not comfortable answering

these questions you may skip them.
Q18a. Do you have lived experience of suicide?

O Personal lived experience of suicidal ideation (thoughts or planning)

O Personal lived experience of attempted suicide

Q Lived experience through having a close friend or loved one who has attempted suicide
or took their own life

Q Prefer not to say

Q18b. Do you have lived experience of mental illness?

A Personal lived experience of mental illness
Q Lived experience through caring for a friend or loved one with mental illness
Q Prefer not to say

Q18c. Do you have lived experience of relationship abuse?
Q Personal lived experience of relationship abuse
O Lived experience through having a close friend or loved one who has experienced

relationship abuse
Q Prefer not to say
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Kessler-10

The following questions relate to your mental health and wellbeing. We will ask you how you

have been feeling lately.

Q19. In the past 4 weeks, about how often did you...

None of A little of Some of Most of All of the
the time the time the time the time time
..feel tired out fi d ?
eel tired out for no good reason o o o o o
...feel nervous? O O O O O
...feel so nervous that nothing could
O O O O O
calm you down?
...feel hopeless? O O O O O

...feel restless or fidgety? O O O O O

...feel so restless you could not sit

) ©) @) @) ©) O
still?
...feel depressed? O O O O O
...feel that everything was an effort? O O O O O
...feel so sad that nothing could

@) O O ©) @)

cheer you up?
...feel worthless? O @) @) O O

Alcohol and other drug use

We're interested in the wellbeing of crisis supporters/telephone counsellors, including the way
they use alcohol and other drugs. This next section will ask about your alcohol and other drug
use. Just a reminder that this survey is anonymous and confidential, so no identifying
information about you will be released. However, in certain limited cases, such as the disclosure
of a serious indictable offence, researchers may have a legal obligation to report to legal
authorities or under court processes.

ASSIST (Alcohol, Smoking, and Substance Involvement Screening Test)

Q20. In your life, which of the following substances have you ever used? (NON-MEDICAL USE
ONLY)

a. Tobacco products (cigarettes, chewing tobacco, cigars, etc.)

b. Alcoholic beverages (beer, wine, spirits, etc.)

c. Cannabis (marijuana, pot, grass, hash, etc.)

d. Cocaine (coke, crack, etc.)

e. Amphetamine type stimulants (MDMA, speed, diet pills, ecstasy, etc.)

O000D
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j- Other - specify: [open text]

f. Inhalants (nitrous, glue, petrol, paint thinner, etc.)
g. Sedatives or Sleeping Pills (Valium, Serepax, Rohypnol, etc.)
h. Hallucinogens (LSD, acid, mushrooms, PCP, Special K, etc.)
i. Opioids (heroin, morphine, methadone, codeine, etc.)

[If "No" to all items, skip to next block. If "Yes" to any of these items, ask Question 22a. for each

substance ever used.]

Q21. [If "Never" to all items in Question 21a, skip to Question 21e. If any substances in Question

21a. were used in the previous three months, continue with Questions 21b., 21c. & 21d for each

substance used]

a. In the past 3 months, how often
have you used (the substances
answered YES in Q1)?

b. During the past 3 months, how
often have you had a strong desire
orurgetouse_____?

c. During the past 3 months how
often has youruse of ____led to
health, social, legal or financial
problems?

d. During the past 3 months how
often have you failed to do what
was normally expected of you
because of youruseof _____?

e. Has a friend or relative or anyone
else ever expressed concern about
your use of ?

f. Have you ever tried and failed to

control, cut down or stop using

?

Daily or
Less than
Never Monthly Weekly almost
monthly
daily
O O O O O
O O O O O
O O O O O
O O O O O
O O O O O
O O O O O

Q22. Is there anything else you would like to say about your role as a crisis supporter/telephone

counsellor?

[Open text]

By submitting this survey, your confidential responses cannot be withdrawn.
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We thank you for your time spent taking this survey.
Your response has been recorded.

We’'re also conducting short interviews with crisis supporters and telephone counsellors to
learn more about their experience in their role. If you would like to receive a copy of the study
findings and/or you are interested in participating in a one-on-one interview, please click the

below link <link to a separate survey to preserve anonymity> to indicate if you're interested or
email the researchers at jayden.sercombe@sydney.edu.au

Please note down these contact details in case you require support. These lines are available for
you 24/7 to call or text if you're feeling distressed or need support:

Lifeline: 13 11 14 (crisis hotline) | https://www.lifeline.org.au (crisis support online chat)
Beyond Blue: 1300 22 4636 (phone counselling) | https://beyondblue.org.au (online chat)
Suicide Call Back Service: 1300 659 467 [https://www.suicidecallbackservice.org.au (online
chat)

National Alcohol and Other Drug Hotline: 1800 250 015
You may also email the researchers at this contact: jayden.sercombe@sydney.edu.au

Contact details form (separate survey to maintain de-identification of data): [Only
displayed to participants who click above link from end of survey message above]

What would you like to provide your contact information for? Please select all that apply:
U To be contacted about participating in a one-on-one interview
U To receive a copy of the study findings

Please enter your email address below. Remember that this will not be linked to your survey
response.
[open text box]
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Appendix C

Interview schedule

Prior to commencing the verbal consent process, assign the participant a random code from

random.org/strings/.
Introductory statement and Verbal Consent Process

Thank you for expressing your interest in participating in an interview, we really appreciate having
your perspective. My name is [NAME] and I am a researcher at The Matilda Centre for Research in

Mental Health and Substance Use, which is part of the University of Sydney.

In this project, we are investigating the mental wellbeing and coping mechanisms of crisis
supporters / telephone counsellors. This project will inform the development of a mental wellbeing

program tailored for people in your role.
In this interview, I will ask you about:

e Yourrole

e Rewarding aspects of your role

e Stressors associated with your role
e Your use of coping mechanisms

o Your mental wellbeing

The interview will take about 30-40 minutes. Does that sound ok to you?

If I ask you a question that makes you uncomfortable, you don’t have to answer, and we can either
move on to another question or stop the interview. If you feel you need any support or assistance,
we can chat about support services you can contact, they’re listed on the Participant Information

Statement.

We will also audio record your answers so we can make notes from your answers. Your answers
will be kept confidential, unless I'm concerned for your immediate safety or the safety of someone
else, and except as required by law. You will not be identifiable in any of our reports on our
findings. We will report our findings from interviews in by looking at general themes, but we may

use anonymous quotes from individuals in our reporting.
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Prior to the interview I sent you a copy of the Participant Information Statement which provides
information about the study, and what your participation requires. The statement also contains

details of the person for you to contact if you have any complaints about the research study.
Have you had an opportunity to read through that?
[1f no, I will give you an opportunity to do that now. There is no rush, please take your time.]

Do you have any questions in regard to the information statement, or any other questions about

the study or your participation?
[If yes, answer any questions the participant may have; if no, continue to collect consent.]

Now that I have explained what your involvement in the study requires, are you happy to provide

your consent to participate in the study?

[If no, thank the participant for their time and end the consent process; If yes, ensure you record

the time and date the verbal consent was collected from the participant.]

Can you please confirm that:

1. You have read the Participant Information Sheet O
2. You understand the purpose, procedures and risks of the research described O
3. You have had an opportunity to ask questions and you are satisfied with the answers O

you have received.

4. You freely agree to participate in this interview O
5. You understand that you can stop and withdraw from the interview at any time O
6. You agree for the interview to be audio-recorded:

[If participant replies ‘yes’]: Thank you! We can now start with the interview.
Name of researcher

Signed (researcher):

Date consent obtained : Time:
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Background
I'll start by asking you about your role.
Prompt to ask about:

e Organisation

e  Whether volunteer or paid

e Method of providing support (e.g., phone, text)
e Remote work/operate from an office

e Length of time in role, hours per month

e Qualifications

e Training required for role.

Stressors and rewarding aspects of the role

Next, I'd like to talk about your experiences in your role. If any of these questions make you

uncomfortable, let me know and we can move on to another question or stop the interview.

What motivates you to [volunteer/work] in your role as a [crisis supporter/telephone

counsellor]?

e What aspects about the role do you find rewarding?
o Prompts: social, altruistic, purpose

What are the stressors or challenges you face in your role as a [crisis supporter/telephone
counsellor] at [organisation]? (Potential prompts: job factors, organisational factors, team

factors, work factors)

¢ Do you find that some interactions with help-seekers will ‘stick with you’ after your
shift? Can you tell me a bit about the nature of those interactions and what it is about
those that sticks with you?

Coping strategies

Now I'll ask you some questions about how you deal with stress from your role. This will include
questions about the use of alcohol or other drugs. People use alcohol and other drugs for a range of
reasons, from socialising to coping with stress. As researchers, we don’t make any judgements
about what you tell us. If you’re uncomfortable with any of these let me know and we can move on

to another question or stop the interview.
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What do you do to help you cope with stress from your role as a [crisis supporter/telephone

counsellor]?

e What do you do for self-care immediately after a difficult shift?
e How do you manage stress from a distressing interaction during a shift?

Have you ever used alcohol or other drugs to cope with stress from your role?

Can you tell me about how supervision affects the way you manage stressors related to your
role?

e How about debriefing after a shift?

e How about group discussions with other [crisis supporters/telephone counsellors]

helpful?
e Are there any other supports provide by your organisation which you find helpful?

Do you find any other coping strategies or self-care routines helpful for managing stress

associated with your role?

Help-seeking

Next, I'm going to ask you some questions about what you think could help support you more in

your role.
[s there anything you wish you had available to you after a stressful shift?

Have you ever used, or heard about successful wellbeing support strategies for [crisis

supporters/telephone counsellors] at [your organisation]?

What do you envision a successful wellbeing program or supports for [crisis support/telephone

counsellors] would look like?

What kinds of mediums would you want to access a wellbeing program or support through?

[prompt: smartphone app, website, phone calls, face-to-face, peer support groups]
What supports available to you currently do you not like, or do you wish you could change?
Wrap up

Thank you so much for your time today. Do you have any questions before we finish up?
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Appendix D

PRISMA checklist

Location
Sect_lon g ChecKlist item Yvher_e
Topic item is
reported
TITLE
Title 1 | Identify the report as a systematic review. 68
ABSTRACT
Abstract 2 | See the PRISMA 2020 for Abstracts checklist. -
INTRODUCTION
Rationale 3 | Describe the rationale for the review in the context of existing 69-70
knowledge.
Objectives 4 | Provide an explicit statement of the objective(s) or question(s) the | 71
review addresses.
METHODS
Eligibility 5 | Specify the inclusion and exclusion criteria for the review and how | 72-73
criteria studies were grouped for the syntheses.
Information 6 | Specify all databases, registers, websites, organisations, reference 72
sources lists and other sources searched or consulted to identify studies.
Specify the date when each source was last searched or consulted.
Search strategy 7 | Present the full search strategies for all databases, registers and 161
websites, including any filters and limits used.
Selection 8 | Specify the methods used to decide whether a study met the 72-73
process inclusion criteria of the review, including how many reviewers
screened each record and each report retrieved, whether they
worked independently, and if applicable, details of automation
tools used in the process.
Data collection 9 | Specify the methods used to collect data from reports, including 73-74
process how many reviewers collected data from each report, whether they
worked independently, any processes for obtaining or confirming
data from study investigators, and if applicable, details of
automation tools used in the process.
Data items 10a | List and define all outcomes for which data were sought. Specify 161
whether all results that were compatible with each outcome
domain in each study were sought (e.g. for all measures, time
points, analyses), and if not, the methods used to decide which
results to collect.
10b | List and define all other variables for which data were sought (e.g. 72-73
participant and intervention characteristics, funding sources).
Describe any assumptions made about any missing or unclear
information.
Study risk of bias 11 | Specify the methods used to assess risk of bias in the included 72
assessment studies, including details of the tool(s) used, how many reviewers
assessed each study and whether they worked independently, and
if applicable, details of automation tools used in the process.
Effect measures 12 | Specify for each outcome the effect measure(s) (e.g. risk ratio, 72-73
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Section and

Topic

Location
where
item is
reported

Checklist item

mean difference) used in the synthesis or presentation of results.

Synthesis
methods

13a

Describe the processes used to decide which studies were eligible 72-73
for each synthesis (e.g. tabulating the study intervention
characteristics and comparing against the planned groups for each
synthesis (item #5)).

13b

Describe any methods required to prepare the data for 73-74
presentation or synthesis, such as handling of missing summary
statistics, or data conversions.

13c

Describe any methods used to tabulate or visually display results 72-73
of individual studies and syntheses.

13d

Describe any methods used to synthesize results and provide a 72-73
rationale for the choice(s). If meta-analysis was performed,
describe the model(s), method(s) to identify the presence and
extent of statistical heterogeneity, and software package(s) used.

13e

Describe any methods used to explore possible causes of 73
heterogeneity among study results (e.g. subgroup analysis, meta-
regression).

13f

Describe any sensitivity analyses conducted to assess robustness -
of the synthesized results.

Reporting bias
assessment

14

Describe any methods used to assess risk of bias due to missing 73
results in a synthesis (arising from reporting biases).

Certainty
assessment

15

Describe any methods used to assess certainty (or confidence) in -
the body of evidence for an outcome.

RESULTS

Study selection

16a

Describe the results of the search and selection process, from the 75
number of records identified in the search to the number of studies
included in the review, ideally using a flow diagram.

16b

Cite studies that might appear to meet the inclusion criteria, but 75
which were excluded, and explain why they were excluded.

Study
characteristics

17

Cite each included study and present its characteristics. 76-81

Risk of bias in
studies

18

Present assessments of risk of bias for each included study. 76-81

Results of
individual
studies

19

For all outcomes, present, for each study: (a) summary statistics 76-81
for each group (where appropriate) and (b) an effect estimate and
its precision (e.g. confidence/credible interval), ideally using
structured tables or plots.

Results of
syntheses

20a

For each synthesis, briefly summarise the characteristics and risk 76-81
of bias among contributing studies.

20b

Present results of all statistical syntheses conducted. If meta- 87-90
analysis was done, present for each the summary estimate and its
precision (e.g. confidence/credible interval) and measures of
statistical heterogeneity. If comparing groups, describe the
direction of the effect.

20c

Present results of all investigations of possible causes of 89-90
heterogeneity among study results.

20d

Present results of all sensitivity analyses conducted to assess the -
robustness of the synthesized results.
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Section and

Topic

Checklist item

Location
where
item is
reported

Reporting biases 21 | Present assessments of risk of bias due to missing results (arising -
from reporting biases) for each synthesis assessed.
Certainty of 22 | Present assessments of certainty (or confidence) in the body of -
evidence evidence for each outcome assessed.
DISCUSSION
Discussion 23a | Provide a general interpretation of the results in the context of 90-92
other evidence.
23b | Discuss any limitations of the evidence included in the review. 90-92
23c | Discuss any limitations of the review processes used. 93
23d | Discuss implications of the results for practice, policy, and future 92-93
research.
OTHER INFORMATION
Registration and 24a | Provide registration information for the review, including register | 71
protocol name and registration number, or state that the review was not
registered.
24b | Indicate where the review protocol can be accessed, or state thata | 71
protocol was not prepared.
24c | Describe and explain any amendments to information provided at | -
registration or in the protocol.
Support 25 | Describe sources of financial or non-financial support for the -
review, and the role of the funders or sponsors in the review.
Competing 26 | Declare any competing interests of review authors. -
interests
Availability of 27 | Report which of the following are publicly available and where -
data, code and they can be found: template data collection forms; data extracted
other materials from included studies; data used for all analyses; analytic code; any
other materials used in the review.

Page, M. ]., McKenzie, ]. E., Bossuyt, P. M., Boutron, I, Hoffmann, T. C., Mulrow, C. D, ... Moher, D.

(2021). The PRISMA 2020 statement: An updated guideline for reporting systematic reviews.
BM], 372, n71. https://doi.org/10.1136/bmj.n71

195




Appendix E

Systematic review search strategy

Concept

Keywords/search terms

MeSH terms

Population (crisis
supporters)

(crisis support* OR help?line OR hot?line
OR crisis?line OR lifeline) adj2
(volunteer* OR worker* OR employee*);
"crisis supporter*"; "social worker*";
counselor*; counsellor*

Hotlines/; Social
Workers/;
Counselors/

Wellbeing outcomes

well?being; wellness; burnout; "vicarious
trauma*"; “compassion satisfaction”;
"secondary traumatic stress";
"compassion fatigue"; "occupational
stress*"; "mental health"; "mental ill-
health"; "mental illness"; anxiety;
depression; coping; "post?traumatic
growth"; "post?traumatic stress
disorder”; PTSD; trauma; "professional
quality of life"; resilience; "self?efficacy”;
"psychological distress"; "substance use";
alcohol; drug*; drink*; cannabis;
cannabinoids; marijuana; amphetamine?*;
MDMA; inhalant*; cocaine; ketamine;

opioid*; benzodiazepine*

Compassion
Fatigue/;
Professional
Burnout/;
Occupational
Stress/

Intervention

prevent*; program®*; intervention®;
training; treatment*; education®;
psychoeducation; peer?support*;
self?help; self?care; supervi*; workshop;
course; debriefing

Study design

RCT; efficacy; effectiveness; trial;
outcome; evaluation

Clinical Trial/;
Evaluation Study/
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Appendix F

Additional suggested learning priorities

Commitment from the organisation that they are partners in counsellor wellbeing
“Radio” that plays quiet instrumental pieces during shift

A guided positive self-talk/validation/grounding audio

Prompts for movement breaks

Time to talk to other crisis supporters before, during, and after shift

Pressure points/hand/temple massage

Some recommendations of what to do after shift

How to end a call when someone is repeating themselves without stopping
Mindfulness meditation to listen to before shift (to get ready)

Ways to disconnect from the “virtual world” during shifts, take offline breaks

Positive results of help-seeker surveys to be shared with crisis supporters
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Appendix G

Delivery modalities

All modality options

Factsheets (online)

Factsheets (printed PDF /flyers)
Seminars (in-person)

Seminars (online)
Informational videos (e.g., YouTube)
Podcasts

One-on-one supervision

Group supervision

Interactive online training
Interactive online resources
Website-based resources

Online surveys
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Appendix H

Barriers and facilitators

Facilitators

e Interactive / gamification

e Meaningful and embedded wellbeing

e Tangible “forced” participation (e.g., a prompt, then a button to say “DONE”)

e Prompt embedded in the shift somewhere

e IfISS used it too (modelling)

e Tangible things - printouts in folder or paste-ups on walls

e Things that connect them to their purpose and are strengths based

e Normalising as part of everyday practice

e Continuous evaluation and feedback (survey or supervisor feedback)

e Evidence base comparison showing benefits of engagement

e Importance of embedding into culture (less reactivity, more proactivity)
Barriers

e Time poor

e Counsellors worried about meeting shift targets

e Lack of flexibility tailoring to individual needs

o Difficulties with technology

e Internal culture / micromanagement

e Wellness strategies being seen as poor performance or not coping

e Tech difficulties

e Notanother thing to “tick and flick”

e Workload

¢ Need to persuade leadership of productivity and retention benefits

e Risk that not engaging could be seen as burnout / compassion fatigue

e Notunderstanding the tool / difficulty following it
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Appendix I ‘Compassion Fatigue’ factsheet

Compassion
Fatigue

What is compassion fatigue?

Compassion fatigue is stress that comes from supporting other people. It can occur at work, if
you help others in your job or volunteer role, as well as in your personal life.’

Crisis supporters and counsellors often provide emotional support to many people in a single
shift. This repeated exposure can increase the risk of compassion fatigue. > When you're also
caring for people in your personal life, it can feel even harder to keep giving at work. ®

Research finds that around 20% of crisis supporters are experiencing high compassion fatigue

* but some estimates report that over 75% may be feeling some symptoms °. It is important to
keep an eye out on how you're feeling and take steps early, like making space for yourself or
checking in with a supervisor.

What does it look like?

(O Emotional exhaustion or burnout

(O Reduced ability to feel compassion for others
O Increased irritability

(O Feeling detached

O Feeling overwhelmed

(O Risky use of alcohol or other drugs

(O Frequent sick days

(O Withdrawal from colleagues and callers

(O Headaches and sleep disturbances 2’
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Prevention Recovery

Connect with other volunteers or Take a break: compassion fatigue arises from
workers: social connectedness is linked to repeatedly helping others. If you're feeling
lower rates of compassion fatigue. Take a overwhelmed, talk to your supervisor about
moment to chat or have a coffee/tea with a having breaks during shift or even taking some
colleague. If you work remotely, consider time off. ®

video calling to get to know others at your
organisation better. ©

Boundaries: try to create clear boundaries Seek professional help: a psychologist or

between your role and the rest of your life. counsellor can help you explore why you may
Some people find it helpful to have rituals be reaching your limit and provide strategies to
before or after shift, for example using the manage stress.®

commute to decompress or disposing of
any notes from calls. ’

Supervision: try to regularly debrief with a supervisor or experienced colleague/volunteer. As
compassion fatigue can make you feel socially exhausted, you may not feel like a catch up at
the times when you need it the most. See if you can schedule in quick, regular debriefs (e.qg.,
once a week) and make a commitment to attend them. ’
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Appendix ] ‘9 Things to do on a Break’ factsheet

O things todo
on a break

&[] 8

CONNECT WITH
GO FOR A WALK M LISTEN TO MUSIC LOVED ONES

CHAT WITH
COWORKERS TEA OR COFFEE

INHALE

]

CHECK-IN WITH EXHALE GET INTO
SUPERVISOR BOX BREATHING NATURE

Evidence sourced from: Professional Quality of Life (2021). Compassion fatigue. ProQOL. Retrieved April 17, 2025,
from https://progol.org/compassion-fatigue
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Appendix K

Lesson 4: ACT-based learning program

| Lesson 4: Present-Moment Awareness — Staying Grounded in Crisis Work

4. 1. The power of the present moment

Present-moment awareness, often called mindfulness, is the ability to notice what's happening right now,
without getting pulled into thoughts of the past or worries about the future. It's an intentional effort to pay
attention to your current experience: your surroundings, your breath, and your emotions, just as they are.

For crisis supporters or counsellors, this skill is especially important. The role involves intense
conversations and unpredictable situations. When you're not grounded in the present, it's easy to drift into
self-criticism (“did [ say the right thing?), rumination ("what if they had a more experienced person to talk
to?’), or pre-emptive worry ( “what’s going to happen after this call?”). [could use flashcards or accordion
thing here]

These thoughts are very normal — in this role, you are expected to cope with a significant level of
uncertainty. However, getting caught up in these patterns can increase your stress and reduce your
capacity to stay present with the caller.

Present-moment awareness helps by giving you a pause button. Instead of being swept up in difficult
thoughts or feelings, you can notice them, name them, and refocus on what matters most. This may be
listening to a caller or showing yourself kindness after a tough shift.

Why it matters for crisis work

In helping professionals, research has found that ACT, mindfulness, and present-moment awareness can
help:

» Reduce symptoms of stress and burnout 2
» Compassion fatigue 3

» Build deeper relationships with help-seekers, by being more present -
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Exercise: Leaves down a creek
First we'll go through a mindfulness exercise that you can use befare or after shift.
Later in the module we'll practice a strategy that you can try during shift.

This task may help you sit with uncomfortable thoughts and feelings. Imagine you are resting by the side
of a creek or stream. The environment can look however you like but try to vividly imagine the sound of
the water trickling, the physical sensation of the breeze, and whatever else comes to mind.

Every now and then, a leaf floats by in the creek. When you have a thought, picture it written or placed on
one of the leaves as it comes by. The aim is to relax by the creek and keen the stream of thoughts flowing
by. If you feel caught on a thought, or you drift away from the visualisation, just notice this and then
return to the scene. Try doing this for 5 minutes.
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| Lesson 4. Present-Moment Awareness — Staying Grounded in Crisis Work

4.2. Grounding yourself on shift

Sometimes, stress shows up in the middle of a shift, particularly if you are having a challenging
interaction over call or chat. You might feel your heart race, your breathing speed up, or your thoughts
start to spiral.

These reactions are completely normal. Crisis support is emotionally
demanding, and even experienced counsellors can get thrown off
balance by a difficult call. These symptoms of stress can be
unpleasant but importantly, can negatively affect the quality of the
/ support you're providing (Kitchingman et al., 2018).

Grounding is a strategy to bring yourself back to the here and now. It
helps interrupt racing thoughts, reconnect you with the task at hand,
and calm some physiological stress. Here are some strategies that are
simple and quick, to be usable during or between interactions.

What do other crisis supporters and counsellors do?

When on the phones and you can feel yourself becoming more stressed or anxious about a call, it can be
useful to focus on the sound of the help-seekers voice. This is a type of sensory grounding—you're
using the audio as an anchor for you to:

« (1) try not to focus so much on what's going on in your head, and
+ (2) give as much attention to the caller.

If you are helping someone over a chat-based service, you can try to focus on aspects of your current
environment, like your breath or your feet on the floor to achieve a similar grounding effect. You could
also focus on the physical act of notetaking to try to stay present on the interaction.

Grounding item

Some workers or volunteers find it helpful to keep a small item or task nearby, that they can use during
shift to stay anchored. These could be a sensory toy (e.g., fidget spinner, pop-socket, stress ball) or a
comforting activity {e.g., colouring in, knitting).

Resources

Box breathing: This activity focuses on your breathing to calm physiclogical stress and ground yourself.
Breathe in for four seconds, hold for four, breathe out for four, then hold for four. This animation can be
always accessed in the ‘Grounding’ page on this website.
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4.3 Noticing vs. Reacting

A core principle of ACT is that often thoughts are just that — thoughts. Evaluating a situation can be very
helpful: it can help us avoid danger, make decisions, and learn for the future. However, we often over-
evaluate, particularly when we are being critical of ourselves.

We know that supporting people, particularly in high-stakes situations, can be stressful. When we're
feeling stressed, we may be even more sensitive to negative information and quick to blame ourselves for
unexpected outcomes.

For example:

“Was | the reason the caller hung up?”

“Oh no, | definitely said the wrong thing fthere”

These snap judgements hold a lot of power in the moment, but it's likely that in hindsight they are harsh,
emotionally driven judgements of the situation. The difference between noticing thoughts and reacting to
thoughts, is that thoughts are given power by our reaction to them.

In the heat of the moment of an interaction, it's likely we will have many, many thoughts — positive,
negative, harsh, euphoric. With negative thoughts, we want to notice them, but don’t attach too much
weight to them in the moment.

For instance, you might think “fm not gaing to be able to handle where this call goes” and then proceed to
handle it. You could feel that you contributed to a certain caller not feeling better by the end of the call,
but the reality of crisis support and counselling is that you can anly contral so much of the situation.

Giving the thoughts too much power may then impact your ability to help that caller, but also the next
one, and the one after that.Try to acknowledge them, then move them down the creek. However, this
process will be a work in progress and requires practice — it won't happen overnight!
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4 4 Activities

It can be useful to have an exercise you can use to ground yourself in the present moment to use while
you're on shift, or anywhere else.

A common exercise is a five senses grounding technigue. Engaging
with your senses can get you out of your head and into the here and
now by directly interacting with the physical world. For this exercise,
you're welcome to write down (or just think about):

5 things you can see

4 things you can hear

3 things you can touch

2 things you can smell

1 thing you can taste (if you have a beverage/food)
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Appendix L

Infographic of the survey results

THE MENTAL WELLBEING OF THE UNIVERSITY OF
SYDNEY
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counsellors across 38 Australian helplines.
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WHAT PARTS OF THE ROLE ARE PERCEIVED AS STRESSFUL?
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COMPASSION SATISFACTION
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Problem-focused
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Appendix M

Chapter 2 preface and publication

A version of the study presented in Chapter 2 is published in Crisis as:

Sercombe, ., Devine, E. K, Deady, M., & Mills, K. L. (2025). Holding the line - Mental well-being,
stressors, and coping in crisis supporters. Crisis, 46(1), 32-41. https://doi.org/10.1027 /0227 -
5910/a000985

The candidate led conceptualisation, data collection, analysis, and wrote the draft manuscript.
The remaining authors contributed to conceptualisation and provided edits and

recommendations to the manuscript.
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Research Trends

Holding the Line -

®
Mental

Well-Being, Stressors, and Coping
in Crisis Supporters
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, Mark Deady?®, and Katherine L. Mills'
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2Faculty of Medicine and Health, The Black Dog Institute, The University of New South Wales, Sydney, NSW, Australia

Abstract: Background: Crisis supporters can experience numerous stressors in their role that can impact their own mental well-being. The area
remains underexplored in research, particularly relating to substance use, and new trends in the role such as working remotely or the impact of
providing chat-based support. Aims: This study identifies crisis support-related stressors, as well as levels of mental well-being and substance
use, and factors associated with mental well-being. Method: Participants (n = 422) were recruited from four leading crisis support services and
via social media advertising. They responded to an online survey, assessing demographics, stressors, mental well-being (compassion fatigue,
compassion satisfaction, and psychological distress), substance use, and coping styles. Results: Findings identified several important stressors
(e.g., argumentative callers) and moderate to high rates of compassion fatigue and psychological distress. High levels of compassion satis-
faction were reported, and levels of risky substance use were low. Problem-focused coping emerged as a key factor related to positive mental
well-being, while emotion-focused, avoidant coping, remote work, and providing chat-based support were linked to negative well-being.
Limitations: The study’s cross-sectional design and convenience sample limit causal inferences and generalizability. Conclusion: The findings
reveal significant stressors and challenges in crisis supporters that require consideration and intervention.

Keywords: crisis helpline, crisis supporters, compassion fatigue, mental well-being, occupational mental health

Crisis helplines play a vital role in suicide prevention
globally (The World Health Organisation [WHO], 2013).
Crisis-focused counseling delivered via helplines has
demonstrated effectiveness in reducing caller suicidal
ideation and intent (Gould et al., 2007; Williams et al,,
2021). Crisis helplines rely on the dedicated work of crisis
supporters, who provide support over phone, online chat, or
mobile text to people experiencing loneliness, suicidality,
emotional distress, and other mental health challenges
(Roche & Ogden, 2017). In this role, supporters are exposed
to vivid descriptions of traumatic material, suicidality, as
well as complex caller profiles, including frequent callers
(who may call many times a day) and sex callers (who exploit
the line for sexual gratification; Pirkis et al., 2016; Willems
et al., 2020). Adding to these stressors, due to the one-off
nature of contact to crisis lines, crisis supporters are unable
to anticipate the trajectory or content of a call before an-
swering it (Kitchingman et al., 2024).

The demanding nature of the work can impact the mental
well-being of crisis supporters (Kitchingman, Wilson, et al.,
2018). Over three in four Australian crisis supporters exhibit
symptoms of compassion fatigue, defined as stress resulting
from empathetic engagement with others and their trauma

Crisis (2025), 46(1), 32-41
https://doi.org/10.1027/0227-5910/2000985

(Bride et al.,, 2007; O’Sullivan & Whelan, 2011). Crisis
supporters also report elevated psychological distress (e.g.,
Kitchingman et al., 2017), which is predictive of mental
health disorders (Sunderland et al., 2011). Other helping
professionals have reported harmful substance use, perhaps
as a way of coping with their role-related stressors
(Bonumwezi et al., 2022), but it remains unclear whether
this is also the case among crisis supporters.

Crisis support workers are differentially impacted by the
demands of the role, and certain individual factors have
been found to play a role in determining well-being.
Coping styles are important in managing stressors, with
avoidant coping generally being associated with negative
outcomes (Willems et al., 2020). Other factors such as
demographic characteristics, role-specific attributes, or
lived experience of trauma have also been investigated. In
Chinese crisis supporters, role experience was negatively
correlated with burnout and secondary traumatic stress
(Zhang et al., 2021). In an Australian sample, younger crisis
supporters reported higher functional impairment and
psychological distress (Kitchingman et al., 2017), and
having a personal history of trauma was associated with
increased distress from telephone-based trauma work
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(Dunkley & Whelan, 2006). Further research is needed to
assist with identifying risk and protective factors affecting
the mental well-being of crisis supporters.

Crisis support work has also evolved in recent years, to
adapt to new technologies and working structures. Since the
COVID-19 pandemic, crisis supporters have adapted to
working remotely rather than from a helpline office, which
remains an ongoing practice (Lifeline, 2022). Only one
study has investigated the effects of this change, finding
some evidence that feelings of isolation from remote work
were linked with intention to leave (Willems et al. 2021).
Moreover, despite a rapid increase in the provision of crisis
support over chat, no research has been conducted inves-
tigating the differential impact of chat- and telephone-based
modalities on crisis supporter well-being.

Positively, despite the stressors associated with crisis
support work, many supporters can feel fulfilled by their role
(Willems et al., 2020), which is integral as a significant
number of them are unpaid volunteers (WHO, 2013). This
fulfillment can manifest as compassion satisfaction, defined
as the pleasure derived from helping others (Bride et al,,
2007). In crisis supporters, compassion satisfaction is bol-
stered by perceived social support from other volunteers
(Donnellan et al., 2023) and from friends and family
(Spafford et al., 2023). As such, maintaining a supportive
culture at crisis helplines may be an important factor in
promoting compassion satisfaction and reducing turnover.

This study seeks to address the pressing need for high-
quality research in the field of crisis supporter well-being.
In crisis supporters, the study aims to:

Client expects too much from you
Client is argumentative

Client interaction ends in uncertainty
Client has sexual intentions

Client presents as suicidal

Client's story causes personal emotion
Story with children or animals as victims
Client not in distress contacts frequently
Client talks too much

Client intends to mistreat someone
Difficult to determine truth in client's story
Client busy during conversation

Client under influence of alcohol/drugs

Client has a psychiatric condition

Client exhibits extreme thinking
Client shares many complaints

No significant challenges

o

10

Figure 1. Proportion of the sample endorsing role-related stressors.

© 2024 The Author(s). Distributed as a Hogrefe OpenMind article

1. identify role-related stressors;

2. investigate levels of mental well-being (including
compassion fatigue, compassion satisfaction, psy-
chological distress) and substance use; and

3. identify individual-level characteristics associated
with mental well-being.

Methods

Procedure and Participants

An online survey was conducted using the platform Qualtrics
between March and July 2023. Eligible participants were
Australians aged 18 years or older and currently/recently (in
the past 3 months) in a crisis supporter role. Participants were
recruited through: (1) emails and newsletters distributed
within four of the largest Australian crisis helpline providers
and (2) social media advertising, which provided crisis sup-
porters from other Australian crisis helplines the opportunity
to participate in the study. The research team collaborated
with representatives from each of the four organizations, who
reviewed the survey and provided recommendations.

Measures

The online survey included questions pertaining to par-
ticipant characteristics, stressors, mental well-being,
substance use, and coping styles.

44.1%
41.0%

I 1o.7%
D 15.0%
I 17.5%

D 16.6%

12.8%

10.0%

20 30 40
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Participant Characteristics

Participants were asked about their demographic informa-
tion, specifically their age, gender, and rurality. They also
provided information regarding characteristics related to
their crisis supporter role, including their monthly shift hours,
experience, the primary modality they provided support
(telephone or chat-based), whether they were a volunteer or
paid staff member, and the proportion of hours worked re-
motely. Additionally, participants were asked to respond to a
question asking if they had a lived experience of suicide.

Role-Related Stressors

Willems et al.’s (2021) questionnaire of work-related de-
mands was used to identify stressors. Two items were
added as they were highlighted as important by Australian
crisis support organizations (relating to personal triggers
and uncertainty; see Figure 1). Participants were asked to
select all stressors that they felt had negatively affected
their mental health or well-being.

Compassion Fatigue and Compassion Satisfaction

The Professional Quality of Life-21 Scale (Heritage et al.,
2018) was used to measure compassion fatigue and com-
passion satisfaction. Participants responded to 21 items on a
5-point scale (1 = never, 5 = very often). Scores were calcu-
lated for two subscales, classifying participants into low (<16
for females, <15 for males), moderate (16-24 for females,
15-24 for males), or high (=25) levels of compassion fatigue
and low (<21), moderate (21-29), or high (= 30) levels of
compassion satisfaction. Both subscales demonstrated ex-
cellent internal consistency in the current study: compassion
satisfaction (a = .92) and compassion fatigue (a = .90).

Psychological Distress

The Kessler Psychological Distress Scale (K10; Kessler
et al.,, 2002) was used to measure nonspecific psycho-
logical distress in the preceding 30 days. Total scores were
categorized as follows: low (10-15), moderate (16-21), high
(22-29), and very high (30-50). The internal consistency of
the K10 in this study was excellent (a = .92).

Substance Use

The Alcohol, Smoking and Substance Involvement
Screening Test (ASSIST; Humeniuk et al., 2010) was used to
identify risky and disordered substance use across 10 drug
types. Use was categorized as low risk (<10 for alcohol, <3
for other drugs), “moderate risk” (11-26 for alcohol, 4-26
for other drugs), or high risk (>27 for alcohol and other
drugs). The internal consistency of the various substances
was as follows: alcohol (a = .65), tobacco (a =.80), cannabis
(a = .92), cocaine (a = .72), amphetamines (a = .39), in-
halants (a =.95), sedatives (a = .77), hallucinogens (a = .60),
opioids (a = .74), and other substances (a = .91).

Crisis (2025), 46(1), 32-41

Coping Styles

Coping styles were assessed using the 28-item self-report
measure Brief COPE (Carver, 1997). Participants were
asked how frequently they use different coping strategies
in reference to stress from their crisis supporter role.
Responses were rated on a 4-point Likert scale (1 = I
haven’t been doing this at all, 4 = I've been doing this a lot).
The problem- (a = .89) and emotion-focused (a = .83)
coping subscales displayed good internal consistency,
while the avoidance coping subscale was on the margin of
acceptability (a = .69).

Ethical Approval

Ethical approval for this project was obtained from the
University of Sydney Human Research Ethics Committee
(protocol number: 2022/891).

Data Analysis

A series of linear regression analyses were conducted in R
(version 4.2.1; R Core Team, 2023) to examine the asso-
ciation between the dependent variables of compassion
fatigue, compassion satisfaction, and psychological dis-
tress and 11 predetermined independent variables: gender,
age, modality, shift hours, remote work proportion, em-
ployment status, experience, lived experience, and the
three coping subscales. First, univariable linear regressions
were conducted to establish the unadjusted associations
between each independent and dependent variable.
Subsequently, three separate multivariable linear regres-
sion models were run, one for each dependent variable. All
independent variables were included as predictor vari-
ables in these models to account for any confounding
effects. The significance level for all analyses was set at
p < .05.

Results

Participant Characteristics

Participants (n = 422) were mostly female (82.5%), with a
mean age of 46.1 (SD = 15.6). They conducted crisis
support at 38 unique Australian crisis helplines, primarily
over telephone (78.0%) and were mostly volunteers
(59.2%). Participants worked a mean of 40.5 (SD = 45)
monthly shift hours and just over half (52.6%) had been at
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Table 1. Participant characteristics

Characteristic

Descriptive statistics

Gender (n [%])
Female
Male
Nonbinary

Age (M [SD])

Geographic region (n [%])

Major urban area
Regional/rural/remote

Crisis supporter role status (n [%])
Paid
Volunteer

Primary modality (n [%])

Telephone
Chat

Experience as crisis supporter (n [%])
<1year
1-2 years
3-5 years
>6 years

Remote work proportion (M% [SD])

Hours per month (M [SD])

Lived experience of suicide @ (n [%])
Through suicidal ideation
Through suicide attempt
Through a loved one who has attempted/died by suicide

None

338 (80.9)
84 (19.9)

172 (40.8)
250 (59.2)

329 (78.0)
93 (22.0)

(

(

2 (21.8)
(
1.7)
(

169 (40.0)
51 (12.1)
184 (43.6)
17 (27.7)

Note. SD = standard deviation. @ Lived experience categories were not mutually exclusive.

the helpline for 2 years or less. On average, workers spent a
third of their time working remotely. Over two-thirds
(70.5%) had a lived experience of suicide. See Table 1
for the full breakdown of participant characteristics.

Stressors

Figure 1 shows the proportion of participants who en-
dorsed each role-related stressor as having had a negative
impact on their mental health or well-being. The most
commonly endorsed stressors were client expects too much
from you that you cannot provide as part of your role
(44.1%), client is argumentative (41.0%), client has sexual
intentions with the conversation (40.3%), and client in-
teraction ends in uncertainty (both 40.3%). Ten percent
of participants indicated that they had no significant
challenges in the role that negatively affected their
mental health or well-being.

© 2024 The Author(s). Distributed as a Hogrefe OpenMind article

Mental Well-Being and Substance Use

Compassion Fatigue, Satisfaction, and Psychological
Distress

The mean compassion fatigue score was in the moderate
range (M =19.7, SD = 6.6). Overall, 30.6% of participants
reported low levels, 49.3% moderate levels, and 20.1%
high levels of compassion fatigue. For compassion satis-
faction, the mean score also fell within the moderate range
(M = 26.1, SD = 5.8), with 19.9% of participants exhibiting
low levels, 47.6% moderate levels, and 32.5% high levels.
In terms of psychological distress, the mean K10 score was
classified as moderate (M = 18.6, SD = 7.5), with 44.2%
scoring low, 25.5% scoring moderate, 20.2% scoring high,
and 10.3% scoring very high.

Substance Use

The substances with the highest prevalence of lifetime use
were alcohol (89.1%), cannabis (49.8%), followed by
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Table 2. Substance use mean scores and risk categories by class of substance

ASSIST score® Abstinent Low risk Moderate risk High risk
Substance class M (SD) n (%) n (%) n (%) n (%)
Alcohol 6.9 (5.6) 4 (10.9%) 288 (71.3%) 0 (17.3%) 2 (0.5%)
Cannabis 2.1(4.8) 2083 (50.2%) 170 (42.1%) 9 (7.2%) 2 (0.5%)
Cocaine 0.9 (2.1) 324 (80.2%) 4 (18.3%) 6 (1.5%) 0 (0.0%)
Amphetamines 112.2) 307 (76.0%) 7 (21.5%) 0 (2.5%) 0 (0.0%)
Inhalants 0.9 (3.0) 356 (88.1%) 5 (11.1%) 3 (0.7%) 0 (0.0%)
Sedatives 3.2 (4.9) 307 (76.0%) 6 (16.3%) 31 (7.7%) 0 (0.0%)
Hallucinogens 0.6 (1.5) 329 (81.4%) 71 (17.6%) 4 (1.0%) 0 (0.0%)
Opioids 19 (3.3) 362 (89.6%) 35 (8.7%) 7 (1.7%) 0 (0.0%)
Other 6.6 (9.4) 394 (97.5%) 5 (1.2%) 4 (1.0%) 1(0.2%)

Note. SD = standard deviation. ®ASSIST score among users of each substance.

amphetamines and sedatives (both 24.0%). The least
commonly used substance classes were other (2.5%),
opioids (10.4%), and inhalants (11.9%). For the full ASSIST
results, see Table 2.

Factors Associated With Mental Well-Being

The univariable regression results are presented in Elec-
tronic Supplementary Material 1 (ESM 1) and the multi-
variable regression results in Table 3.

Compassion Fatigue

Univariable analyses showed that all participant charac-
teristics were independently associated with compassion
fatigue. After including all participant characteristics in a
multivariable linear regression, age, modality, shift hours,
and lived experience were no longer statistically signifi-
cantly associated with compassion fatigue. Gender, remote
work, experience, and the coping style subscales remained
statistically significant. Identifying as female, more frequent
remote work, and =3 years of experience were associated
with higher levels of compassion fatigue. Regarding coping
styles, problem-focused coping had a statistically significant
negative relationship with compassion fatigue. Conversely,
emotion-focused coping and avoidant coping were associ-
ated with higher compassion fatigue.

Compassion Satisfaction

In univariable regression analyses, age, modality, remote
work, emotion-focused coping, and avoidant coping were
independently associated with compassion satisfaction.
When all participant characteristics were included in a
multivariable model, only emotion-focused coping and
avoidant coping retained statistically significant associa-
tions whereby reported use of emotion-focused and avoi-
dant coping was associated with lower compassion
satisfaction scores. While not statistically significant in
univariable analysis, problem-focused coping demonstrated
a statistically significant positive association with

Crisis (2025), 46(1), 32-41

compassion satisfaction in the multivariable model con-
trolling for participant characteristics. As problem-focused
coping increased, compassion satisfaction scores also
increased.

Psychological Distress

Univariable analyses revealed that all participant char-
acteristics, except for gender, were independently asso-
ciated with distress. In the multivariable analysis, only age,
modality, lived experience, and coping style retained their
statistically significant associations. Specifically, younger
age, providing support over chat, and having a lived ex-
perience were associated with higher distress. Problem-
focused coping showed a statistically significant negative
association with distress in the multivariable model, in
contrast to its positive association in the univariable
model. Emotion-focused coping and avoidant coping re-
tained their statistically significant positive associations
with distress in the multivariable model.

Discussion

The present study contributes to an understudied field by
investigating the mental well-being of crisis supporters.
This is the first study to compare the well-being of chat-
based and telephone-based crisis supporters, investigate
substance use in the population, and identify stressors
within the Australian helpline context. It also adds to
limited research on the role of individual and role-related
characteristics in determining well-being, including the
effects of providing crisis support remotely.

The first aim was to identify stressors for crisis sup-
porters. The most endorsed stressor related to clients ex-
pecting more than the crisis supporter role can provide. This
is in line with qualitative research that has identified that
some callers contact crisis lines for support with complex
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Table 3. Multivariable regression results of associations between crisis supporter characteristics and mental well-being outcomes

Compassion fatigue

Compassion satisfaction

Psychological distress

Characteristic Beta [95% Cl] p Beta [95% Cl] p Beta [95% Cl] p
Age —0.03 [-0.07, 0.01] 165 0.04 [0.00, 0.08] .065 —0.11 [-0.16, —0.07] <.001
Gender?

Female — - —

Male —2.12 [-3.42, —0.83] .001 0.54 [-0.89, 1.97] 458 —0.24 [-1.74,1.27] .756
Modality

Telephone — — —

Chat 0.47 [-1.11, 2.08] 557 —1.561[-8.25, 0.22] .087 1.91[0.08, 3.73] .041
Shift hours 0.01 [-0.01, 0.02] 524 0.00 [-0.02, 0.02] 901 0.00 [-0.02, 0.02] .879
Remote work 0.02 [0.00, 0.04] .021 0.00 [-0.02, 0.02] .903 0.00 [-0.02, 0.02] .837
Employment status 158

Paid - - —

Volunteer —0.29 [-1.83, 1.25] Al —1.22 [-2.91, 0.48] —0.12 [-1.91, 1.67] .899
Experience .008 .39 702

<1year — — —

1-2 years 119 [-0.16, 2.53] .085 0.46 [-1.02, 1.95] .540 —0.12 [-1.68, 1.45] .883

3-5 years 2.53 [1.05, 4.02] .001 —0.74 [-2.37, 0.89] .375 0.70 [-1.02, 2.42] 425

>6 years 1.84 [0.33, 3.35] .017 0.45 [-1.21, 2.10] 597 0.61 [-1,14, 2.42] 495
Lived experience

Yes - — —

No —0.91[-1.98, 0.16] .094 —0.94 [-2.11, 0.24] 17 —2.15 [-3.39, —0.91] <.001
Problem-focused coping —0.14 [-0.28, —0.01] .042 0.34 [0.19, 0.49] <.001 —0.23 [-0.39, —0.07] .004
Emotion-focused coping 0.29 [0.16, 0.43] <.001 —0.18 [-0.33, —0.03] .017 0.34 [0.18, 0.50] <.001
Avoidant coping 1.04 [0.81, 1.28] <.001 —0.74 [-1.00, —0.48] <.001 1.13 [0.85, 1.40] <.001

Note. Cl = confidence Interval. @Nonbinary participants were not included in analyses due to low cell counts. Bolded values indicate p < .05.

mental illness, in place of consulting healthcare profes-
sionals (Vattge et al., 2020). This may result in crisis
supporters feeling helpless to support these -callers
(Kitchingman et al., 2024). Other highly endorsed stressors,
for example suicidal callers, or interactions ending in un-
certainty have been well documented in qualitative research
(Kitchingman et al., 2024; Vattge et al., 2020; Willems et al.,
2020). Such seemingly inherent stressors may be best
managed by promoting healthy coping strategies among
crisis supporters (see below).

Argumentative and sexually motivated callers were
among the most endorsed stressors. The high accessibility
of helplines can lead to misuse, with sex calls causing
frustration and feelings of betrayal in crisis supporters
(Kitchingman et al., 2024; Willems et al., 2020). This is a
complex issue, and although helplines often have no-
tolerance policies for these callers (for example: Lifeline,
2024), organizations should explore further methods of
protecting their workers and volunteers from abuse.

Most crisis supporters reported low to moderate com-
passion fatigue. However, around one in five fell into the
high compassion fatigue category. There is limited data

© 2024 The Author(s). Distributed as a Hogrefe OpenMind article

with which to compare this finding, though it is higher than
previously reported rates in Australian (Kitchingman,
Caputi, et al, 2018) and American (Spafford et al.,
2023) crisis supporters, where over 80% scored low
levels. However, compassion fatigue was measured dif-
ferently in these studies and conceptualized as a combi-
nation of burnout and secondary traumatic stress.

Rates of compassion satisfaction were high, with four in
five crisis supporters reporting moderate-high levels. As
many crisis supporters are volunteers, high levels of
compassion satisfaction are arguably more important in
this population, compared to paid caring roles where there
is also a financial motivation (WHO, 2013). Feelings of
reward may compensate for role-related distress and has
been suggested to be a key motivator for people to stay in
their role (Willems et al., 2020). The high rates of com-
passion satisfaction of the current sample are consistent
with this theory.

Rates of high or very high levels of psychological distress
were high relative to the general population (30.5% vs.
10%; Slade et al., 2011) but commensurate with those of
other helping professionals (Petrie et al., 2018). Further,
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these levels of psychological distress are unsurprising as a
large proportion of the sample had a lived experience of
suicide (40% had experienced suicidal thoughts, 12.1%
had attempted suicide). Given that psychological distress
can also impair an individual’s crisis counseling skills
(Kitchingman et al., 2017), this underscores the impor-
tance of supporting crisis workers in their role. The distress
levels of crisis supporters are not only crucial for their own
health but can also impact the quality of crisis helplines
and have wide-reaching impacts on communities.

Levels of substance use varied greatly based on sub-
stance class. A minority of the sample was engaging in
risky substance use, with alcohol, sedatives, and cannabis
the highest drugs of concern. Risky substance use is often
used as a coping strategy by helping professionals who
encounter traumatic material as part of their job
(Bonumwezi et al., 2022). This study is the first to pre-
liminarily investigate substance use in crisis supporters,
and future work should extend this research.

In the multivariable model, female gender, remote work,
and experience in role were associated with increased
compassion fatigue. By contrast, conducting crisis support
over chat and younger age were associated with higher
psychological distress. The finding that females had higher
compassion fatigue is consistent with research conducted
among nurses (Heritage et al., 2018). Moreover, in line with
Kitchingman et al. (2017), younger crisis supporters were
more at risk of experiencing psychological distress. How-
ever, this finding may be unrelated to the role, as young
people have higher rates of mental ill-health in population-
wide surveys (Butterworth et al., 2020).

Interestingly, crisis supporters with more experience in
the role had higher compassion fatigue scores, contrasting
with previous research that found that more experienced
crisis supporters experienced less distress (Kitchingman
et al., 2017). Compared to those with 1 year of experience
or less, compassion fatigue appeared to peak for those with
3-5 years’ experience, and while still elevated for those
with 6 years’ experience or more, it appeared to drop off. It
may be that crisis supporters with a tenure of over 5 years
report lower compassion fatigue due to survivorship bias,
making a choice after a certain time as to whether they
continue in the role. Taken together, organizations should
take particular care in supporting crisis supporters who are
female, younger, or have more experience in the role, as
they may be more at risk of adverse outcomes.

On average, crisis supporters in this study worked re-
motely one-third of the time, with more remote work linked
to higher compassion fatigue, but not to psychological dis-
tress or compassion satisfaction. These mixed findings are in
accordance with Willems et al.’s (2021) study. Isolation is a
significant concern of conducting crisis support from home,
and the absence of face-to-face interactions can limit
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opportunities for supervision or informal debriefing (Button
et al,, 2023). While remote work adds flexibility to working
arrangements, crisis helpline organizations should consider
impacts on mental well-being, particularly in those who are
completely remote (18.5% of this sample). Implementing
strategies, such as virtual team building and peer support
(Snyder et al., 2023), or providing regular opportunities for
debriefing and supervision, which is already widely practiced
by helplines (Furlonger & Taylor, 2013), may help to mitigate
the negative effects of remote work.

Another notable finding was that chat-based crisis sup-
porters had higher psychological distress than those pro-
viding support over telephone. Compared to telephone crisis
lines, chat-based lines have been shown to have higher rates
of help-seekers experiencing suicidality (Williams et al.,
2021). As such, chat-based supporters may have higher ex-
posure to traumatic material. It may also be that they have
less knowledge of the outcome of interactions and may deal
with more uncertainty compared to phone-based supporters.
Chat-based crisis support is a rapidly growing field, and these
findings emphasize a need for further research and organi-
zational efforts to understand and address the unique
challenges faced by chat-based crisis supporters.

Regarding coping styles, higher problem-focused coping
was linked to positive mental well-being, replicating past
findings in crisis supporter research (Kitchingman, Caputi,
et al., 2018; Dunkley & Whelan, 2006). Conversely, it was
found that emotion-focused coping and avoidant coping were
associated with poorer mental well-being, which is consistent
with research from Kitchingman, Caputi, et al. (2018) and
corroborates Roche and Ogden’s (2017) findings that avoi-
dant coping was related to burnout in crisis supporters. In
demanding roles like crisis support, effective coping strate-
gies are crucial. Training at crisis support organizations
should promote problem-focused coping strategies, such as
reframing stressors or solution-focused journaling, and dis-
suade avoidant coping, such as ignoring distress resultant of
the role or engaging in substance use (Carver, 1997).

Strengths

This study had several strengths. The broad sample in-
cluded crisis supporters across 38 Australian helplines,
thereby increasing the generalizability of findings. The
substantial sample size (n = 422) was obtained through a
two-pronged recruitment strategy, involving social media
advertising to reach crisis supporters at a variety of
helplines, as well as internal communications at four major
Australian crisis support organizations. The sample en-
abled the study to be powered to control for potential
confounding factors such as participant characteristics and
build a more robust picture of the correlates of well-being.
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Limitations

There are several limitations to this study that must be ac-
knowledged. While the recruitment strategy was multifac-
eted, it was ultimately a convenience sample and may not be
representative. For example, the sample was predominantly
female, which is similar to previous studies conducted with
Australian crisis supporters (Kitchingman et al., 2017) but
higher than the 65% reported in workforce data (Lifeline,
2022). Additionally, although psychological distress was not
included as a covariate in the compassion fatigue or satis-
faction analyses, and vice versa, it is important to note that
these outcomes are related and may interact with one an-
other. Furthermore, the marginally acceptable internal con-
sistency of the avoidant coping subscale suggests that further
research may be needed to confirm relevant findings. Another
limitation is the cross-sectional nature of the data. While the
study was able to identify associations between variables, the
results do not infer causality of relationships. Future studies of
crisis supporter well-being should look to conduct longitudinal
research to establish temporal antecedents of these outcomes.

Conclusion

In summary, this study involved a robust investigation of
crisis supporter mental well-being. A notable subset of crisis
supporters were suffering from compassion fatigue and high
psychological distress, and numerous key stressors were
identified. However, high levels of compassion satisfaction
were also evident. The findings of this study also speak to
the importance of the relationship between coping strate-
gies and mental well-being. Given the pivotal role crisis
supporters play in suicide prevention, they should be sup-
ported in their role to ensure the resultant quality of crisis
helplines. There is a critical need for research on well-being
interventions for crisis supporters, as no studies have been
published on this subject to date.

Electronic Supplementary Material

The electronic supplementary material is available with
the online version of the article at https://doi.org/10.
1027/0227-5910/a000985
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